DOCOHENT  EESDME 


ED  082  063 


CE  000  378 


TITLE 

INSTITUTION 

REPORT  NO 
POD  DATE 
NOTE 


Nursing  Procedures.  NAVHED  P-5066. 

Bureau  of  Medicine  and  Surcfery  (Navy)  ,  Washington, 
D.C. 

NAVMED-P-5066 
73 

5iap. 


EDRS  PRICE  HF-$0.65  HC-$19.74 

DESCEIPTOES  Equipment;   Equipment  Maintenance;  Health  Occupations 

Education;  *Instructionci..l  Materials;  ^Manuals; 
♦Medical  Education;  Nurses;  *Nursing 

ABSTRACT 

The  revised  manual  of  nursing  procedures  covers 
fundamental  nursing  care,  admission  and  discharge  of  the  patient, 
assisting  with  therapeutic  measures,  pre-  and  postoperative  care, 
diagnostic  tests  and  procedures,  and  isolation  technique.  Each  of  the 
over  300  topics  includes  the  purpose,  equipment^,  and  procedure  to  be 
used  and,  where  relevant,  such  items  as  points,  to  emphasize,  care  of 
equipment,  and  diagrams.  The  document  is  indexed.  (MS) 


ERIC 


OO 


4  -  I^P-S'P^ 


Copy  -gm 


DUPLICA 


NURSING 
PROCFOURES 


U.S  OEPARTMENTOF  HEALTH. 
EDUCATION  &  WELFARE 
hfATlONAL  INSTITUTE  OF 
EDUCATION 

THIS  DOCUMENT  HAS  BEEN  RETPRO 
D'KEO  EXACTLY  AS  RECEIVED  FROM 
TH'^  PERSON  OR  ORGANIZATION  ORIGIN 
ATIKG  IT  POINTS  OF  VIEW  OR  OPINIONS 
STATED  DO  NOT  NECESSARILY  «EPRE 
SENT  G«^FICIAL  NATIONAL  rNSTITUTEOF 
EDUCATION  POSITION  OR  POLICY 


NAVMED  P-5066 


Nursing  Division 
Bureau  of  Medicine  and  Surgery 
Department  of  the  Navy 
Washington,  D.  C.  20390 

1973 


ERIC  O 


FILMED  FROM  BEST  AVAILABLE  COPY 


FORWARD 


* 


This  manual  is  intended  to  be  utilized  as  a  guide  for  nonprofessional  personnel. 
So  many  changes  h^ve  taken  p!ace  since  this  manual  was  last  published  in  1967 
that  a  complete  revision  was  necessary.  This  was  aocomplished  through  the  ef- 
forts of  a»  committee  which  spent  many  weaks  bringing  it  up-to-date.  The  pro- 
fessional judgment  ef  medical  officers  and  Nurse  Corps  officers  at  local  rommands 
will  determine  any  changes  in  the  outfinfyd  procedures. 

D.  L.  CUSTIS 

Vice  Admiral,  MC,  USN 

Chief,  Bureau  of  Medicine  and 

Surgery 


PREFACE 


This  is  the  second  revision  of  NURSING  PROCEDURES  which  was  first  pub- 
lished in  1960.  Because  of  the  many  advances  in  medicine  and  changes  in  nursmg 
techniques,  it  became  necessary  to  update  this  manual.  A  committee  composed  of 
the  following  members 


met  at  the  Naval  Medical  Training  Institute,  Betherdn,  Maryland  to  review  the 
nursing  procedures  and  determine  what  changes,  additions,  or  deletions  should  be 
made.   They  found  that  many  of  the  procedures  were  still  basically  sound,  but 
the  equipment  used  to  carry  them  out  had  changed.    For  this  reason,  it  was 
necessary  to  update  the  majority  of  procedures  included  in  the  manual. 

We  are  indebted  to  the  Nurse  Corps  officers  at  the  Hospital  Corps  Schools 
San  Diego  and  Great  Lakes  for  their  extensive  reviews  and  suggestions  for  revi- 
sion of  this  manual.   Additionally,  the  fine  revised  illustrations  are  the  work  of 
Michael  Willhoite,  HM3,  of  the  Naval  Medical  Training  Institute. 

Special  recognition  is  given  to  Vivian  Ann  Srown  of  the  Nursing  Division 
who  typed  the  entire  revision  of  the  manual. 
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MORNING  CARE 

PURPOSE 

To  refresh  and  prepare  patient  for  breakfast. 

EQUIPMENT 

Basin  of  warm  water 

Towel,  washcloth  and  soap 

Toothbrush  and  dentifrice/mouthwash 

Curved  basin 

Glass  of  water 

Comb 

PROCEDURE 

1.  Clear  bedside  stotnd  or  overbed  table  for  food 
tray. 

2.  Offer  bedpan  and  urinal. 

3.  Wash  patient's  face  and  hands. 

4 .  Give  oral  hygiene . 

5.  Place  patient  in  a  comfortable  position  for  break- 
fast. 

6.  Comb  hair. 

POINTS  TO  EMPHASIZE 

!•    Morning  care  is  given  before  breakfast  by  night 
corpsman. 

2.    Assist  handicapped,  aged  or  patients  on  complete 
bed  rest. 

CARE  OF  EQUIPMENT 

Wash,  dry  and  replace  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ORAL  HYGIENE 


PURPOSE 

To  keep  mouth  clean. 
To  refresh  patient. 

To  prevent  infection  and  complications  in  the  oral 
cavity. 

To  stimulate  appetite, 

EQUIPMENT 

Glass  of  water 
Curved  basin 

Toothbrush  and  dentifrice  -  electric  toothbrush  if 

available 
Mouth  wash 
Towel 

Drinking  tubes  as  necessary 
PROCEDURE 

1.  A  patient  who  is  able  to  help  himself: 

a.  Place  patient  in  comfortable  position, 

b.  Arrange  equipment  on  bedside  table  within 
his  reach, 

2,  A  patient  who  needs  assistance: 

a.  Place  patient  in  comfortedDle  position 

b.  Place  towel  under  his  chin  and  over  bedding, 
Ca  Moisten  brush,  apply  dentifrice  and  hand  to 

the  patient, 

d.  Hold  curved  basin  under  his  chin  while  he 
cleeuises  his  teeth  and  mouth, 

e.  Remove  basin.  Wipe  lips  and  chin  with  towel, 

POINTS  TO  EMPHASIZE 

Oral  hygiene  is  particularly  important  for  patients 

a,  who  are  not  taking  food  and  fluid  by  mouth 

b,  with  nasogastric  tube;S 

c,  with  productive  coughs 

d,  who  are  receiving  oxygen  therapy 

CARE  OF  EQUIPMENT 

Wash  equipment  with  soap  and  hot  water |.  rinse,  dry 
and  put  away. 
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ADDITIONAL  INFORMATION  FOR  THLS  ACTIVITY 
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SPECIAL  MOUTH  CARE 


PURPOSE 

To  cleanse  and  refresh  mouth* 
To  prevent  infection • 

EQUIPMENT 

Electric  toothbrush  if  available 
Tray  with: 

Mineral  oil  or  cold  creaon 
Lemcn-glycerine  applicators 
Paper  bag 

Drinking  tubes  or  straws 
Applicators  and  gauze  sponges 
Curved  basin 
Paper  wipes 
Bulb  syringe 

Clecuasing  agents 

Tooth  paste 

Equal  parts  of  hydrogen  peroxide  and  watex 
Mouthwash 

Glass  of  water 

Suction  machine  for  unconscious  patient 
PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Turn  patie:>,t's  head  to  one  side. 

3.  Brush  teeth  and  gums*. 

4.  When  it  is  not  possible  to  brush  teeth  and  gums, 
moisten  applicator  with  a  cleansing  agent  and 
use  for  cleaning  oral  cavity  and  teeth. 

5.  Assist  patient  to  rinse  mouth  with  w&ter. 

6.  If  patient  is  unable  to  use  drinking  tube, 
gently  irrigate  the  mouth  with  a  syringe 
directing  the  flow  of  water  to  side  of  mouth. 

7.  Apply  lubricant  to  lips. 

For  Unconscious  Patient 

Use  suction  machine. 


SPECIAL  MOUTH  CARE  (Coatiimed) 


POINTS  TO  EMPHASIZE 

1.  Extreme  care  should  be  exercit&d  to  prevent  injury 
^o  the  gums. 

2.  Position  patient  carefully  to  prevent  aspiration  of  fluids. 

3.  Caution  patient  not  to  swallow  mouthwash. 

CARE  OF  EQUIPMENT- 

Dispose  of  applicator  and  soiled  gauze.    Clean  equipment 
and  restock  tray. 

ADDITIONAL  INFORmTION  FOR  THIS  ACTIVITY 
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CARE  OF  DENTURES 


PURPOSE 

To  aid  in  keeping  mouth  in  good  condition. 
To  cleanse  the  teeth, 

EQUIPMENT 

Container  for  dentures 

Toothbrush  and  dentifrice 

Glass  of  water 

Mouthwash 

Curved  basin 

Towel 

Paper  towels 
PROCEDURE 

1,  Have  patient  rinse  mouth  with  mouthwash. 

2,  Remove  dentures.    Place  them  in  container. 

3,  Have  patient  brush  tongue  and  gums  with  mouth- 
wash. 

4,  Place  a  basin  under  tap  in  sink  and  place  paper 
towels  in  basin.    Fill  basin  with  cold  water. 

5,  Hold  dentures  over  basin  and  under  cold  running 
water.    Wash  with  brush  and  dentifrice. 

6«    Place  dentures  in  container  of  cold  water.  Take 

to  patient's  bedside. 
7.    Replace  wet  dentures. 

POINTS  TO  EMPHASIZE 

1.  Handle  dentures  carefully  to  prevent  breakage. 

2.  When  not  in  use,  dentures  should  be  placed  in 
covered  container  of  cold  water  and  placed  in 
top  drawer  of  locKer* 

3.  Give  ^^pecial  attention  to  the  inner  surfaces 
of  clips  used  to  hold  bridge  work  or  partial 
plates  in  place* 

CARE  OF  EQUIPMENT 

Wash  equipment,  rinse,  dry  and  put  away. 
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BED  BATH 


PURPOSE 


To  cleanse  the  skin^ 

To  stimulate  the  circulation* 

To  observe  the  patient  mentally  and  physically* 
To  aid  in  eliminatior.. 


EQUIPMENT 

Linen  and  pajamas  as  required 
Half  filled  basin  of  water 
Bar  of  soap 

Rubbing  alcohol/skin  lotion 
Bedpan  and  urinal  with  cover 
Bed  screens 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do, 

2.  Screen  patient. 

3.  Offer  bedpan  and  urinal. 

4.  Shave  patient  or  allow  patient  to  shave  himself. 

5.  Lower  backrest  and  knee  rest  if  physical  condition 
permits. 

6.  Loosen  top  bedding  at  foot  and  sides  of  bed. 

7.  Remove  pillow  and  place  on  chair. 

8.  Remove  and  fold  bedspread  and  blanket.  Place  on 
back  of  chair. 

9.  Remove  pajamas  and  place  on  chair. 

10.  Assist  patient  to  near  side  of  bed« 

11.  Bathe  the  patient: 


Eyes: 


(1)  Do  not  we  soap. 

(2)  Clean  firom  ii^rfer  to  outer  corner  of  eye. 

b.  Face/  neck  und  ears. 

c.  Far  arm. 

d.  Place  hand  in  basin  and  clean  nails. 

e.  Near  ariTv 

f .  Place  h«ind  in  basin  and  clemi  nails. 

g.  Chest. 

h.  Abdomen. 
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BED  BATH  (Continued) 


PROCEDURE  (Continued) 
12. 

i.  Far  leg,  foot  and  nailo.     Place  foot  in  basin 

when  possible, 
j.  Near  leg,  foot  and  nails.     Place  foot  in  basin 

when  possible, 
k.  Change  water. 
1.  Back  and  buttocks, 
m.  Genitals  and  rectal  area. 

13.  Give  back  rub. 

14.  Put  on  pajamas. 

15.  Comb  hair. 

16.  Make  bed. 

17.  Adjust  bed  to  patient's  comfort  unless  contrain- 
dicated. 

POINTS  TO  EMPHASIZE 

1.  Give  bed  baths  daily  and  P.R.N. 

2.  Give  oral  hygi^itne  before  bath. 

3.  Avoid  drafts  which  might  cause  chilling. 

4.  Use  bath  towel  under  all  parts  to  aid  in  keeping 
the  bed  linen  as  dry  as  possible. 

5.  Change  bath  water  after  washing  lower  extremities 
and  as  necessary* 

6.,     Be  sure  all  soap  film  is  rinsed  from  body  to  pre- 
vent skin  irritation. 

7.  Keep  patient  well  draped  at  all  times. 

8.  Observe  and  chart  the  condition  of  the  skin  in 
regard  to  lesions,  rashes  and  reddened  areas. 

9.  Pillow  should  be  removed  unless  contraindicated 
to  give  patient  a  change  of  position. 

10.  Assist  handicapped  patients  with  shaving. 

11.  Always  move  or  turn  patient  toward  you. 

CARE  OF  EQUIPMENT 

1«  Remove  soiled  linen  and  place  in  hamper. 
2.      Wash  equipment,  rinse,  dry  and  put  away. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BED  BATH  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVTT Y 
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MAKING  m  UNOCCUPIED  BED 


PURPOSE 

To  provide  a  clean,  comfortable  bed. 

To  provide  a  neat  appearance  to  the  ward. 

EQUIPMENT 

Two  sheets 

Plastic  inattress  cover 
Blanket 

Plastic  pillow  cover 
Pillowcase 

Protective  draw  sheet  or  disposable  pads,  if  in- 
dicated 

PROCEDURE 

1.  Place  mattress  cover  on  mattress.  Where  neces- 
sary and  available,  plastic  mattress  covers  are 
used. 

2.  Place  center  fold  of  sheet  in  center  of  bed,  nar- 
row hem  even  with  foot  of  bed. 

3.  Fold  excess  sheet  under  the  mattress  at  head  of 
bed. 

4.  Miter  corner. 

a.  Pick  up  hanging  sheet  12  inches  from  head  of 
bed. 

b.  Tuck  lower  corner  under  mattress. 

c.  Bring  triangle  down  over  sicia  of  bed. 

d.  Tuck  sheet  under  mattre©??^ 

5.  Pull  bottom  sheet  tight  and  tuck  under  side  of 
mattress. 

6.  If  draw  sheets  are  indicated,  place  in  center  of 
bed  as  illustrated.  Tuck  excess  under  mattress, 
a.    Linen  draw  sheet  is  made  by  folding  a  regular 

bed  sheet  in  half  -  hem  to  hem. 

7.  Place  center  fold  of  second  sheet  in  center  of  bed, 
with  hem  even  with  the  top  of  mattress. 

8.  Tuck  excess  under  foot  of  mattress. 

9.  Center  fold  blanket  in  middle  of  bed  6  inches  from 
top  of  mattress. 

10.  Fold  excess  under  foot  of  mattress. 

11.  Make  mitered  corner; 
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MAKING  AN  tTNOCCJPIED  BED  (Continued) 


PROCEDURE  (Continued) 

12.  Place  bedspread  oa  b^d^  center  fold  in  middle 
of  bed  even  with  the  top  of  the  mattress.  Fold 
under  blankets 

13.  Fold  cuff  of  top  sheet  over  bedspread  at  head  of 
bed. 

14.  Tuck  excess  spread  under  foot  of  mattress. 
15*  Miter  corner  at  foot  of  mattress.* 

16.  Go  to  other  side  of  bed  and  follow  steps  3  to  15. 
!?•  Place  plastic  cover  on  pillow. 

18.  Place  pillow  case  on  pillow. 

19.  Place  pillow  on  bed  with  seams  at  head  of  bed, 
open  end  away  from  the  entrance  to  the  ward. 


POINTS  TO  EMPHASIZE 


1,  Woolen  blankets  are  to  be  a^ed  only  when  cotton 
,  blankets  are  not  available. 

2,  Never  use  woolen  blankets  when  oxygen  therapy  is 
in  use. 

3#    Use  protective  iraw  sheet  or  protective  pads  when 
indicated. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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MIT£R£D  CORNER 


Pick  up  hanging  sheet  12  inches 
from  head  of  bed. 


Tuck  lower  corner  under 
mattress. 


Bring  triangle  down 
over  side  of  bed. 


Tuck  sheet  under  mattress. 


ERIC 


14 


COMPLETING  FOUNDATION 

APPLY    DRAW  SHEETS 


i.  PLACE  RUBBER  DRAW  SHEET         2. TUCK  EXCESS  RUBBER 
IN  CENTER  OF  BED  DRM  SHEET  IN  ON  NEAR 

SIDE  OF  MATTRESS 


3  PLACE  COTTON  DRM  SHEET 
OVER  RUBBER  DRAA^  SHEET 


4.  TUCK  EXCESS  COTTON 
DRAW  SHEET  IN  ON  NEAR 
SIDE  OF  MATTRESS 


5.  TUCK  EXCESS  RUBBER  DRAW 
SHEET  IN  ON  OPPOSITE  SIDE 
OF  MATTRESS 


6.  TUCK  EXCESS  COTTON 
DRAW  SHEET  IN  ON  OPPOSITE 
SIDE  OF  MATTRESS 
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MAKING  AN  OCCUPIED  BED 


PURPOSE 

To  provide  clean  linen  with  least  exertion  to  patient. 

To  refresh  patient. 

To  prevent  pressure  sores. 

EQUIPMENT 

Two  sheets 
Pillowcase 
Blanket 

Protective  draw  sheet  or  disposable  pads,  if  indicated 
Hamper 

PROCEDURE 

1.  Place  chair  at  foot  of  bed. 

2.  Push  bedside  locker  away  from  bed. 

3.  Pull  mattress  to  head  of  bed. 

4.  Loosen  all  bedding. 

5.  Remove  pillow  and  place  on  chair. 

6.  Remove  bedspread  by  folding  from  top  to  bottom, 
pick  up  in  center  and  place  on  back  of  chair. 

7.  Remove  blanket  in  same  manner. 

8.  Turn  patient  to  one  side  of  the  bed. 

9.  If  cotton  draw  sheet  is  used,  roll  draw  sheet 
close  to  patient ^s  back. 

10.  Turn  back  protective  sheet  over  patient. 

11.  Roll  bottom  sheet  close  to  patient's  back. 

12.  Straighten  mattress  cover  as  necessary. 

13.  Place  clean  sheet  on  bed  with  the  center  fold 
in  the  middle  and  narrow  hem  even  with  foot  of 
bed. 

14.  Tuck  in  excess  at  head  of  bed.    Miter  corner  and 
tuck  in  at  8ide.> 

15.  Bring  down  protective  sheet;  straighten  and  tuck 
in. 

16.  Hake  draw  sheet  by  folding  a  i^iheet  from  hem  to 
hem  with  smooth  side  out. 

17.  Place  on  bed  with  fold  toward  head  of  bed.  Tuck 
in. 
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MAKING  AN  OCCUPIED  BED  (Continued) 


PROCEDURE  (Continued) 


16«    Roll  patient  over  to  completv^d  side  of  bed. 
19*    Go  to  other  side  of  the  bed. 
20*    Remove  soiled  sheets  and  plav:;e  in  hamper. 
21*    Check  soiled  linen  for  personal  articles. 

22.  Turn  back  draw  sheets  over  patient. 

23.  Pull  bottom  sheet  tight  and  smooth, 

24.  Pull  protective  sheet  and  .draw  she^t^t  tight  and  smooth. 

25.  Bring  patient  to  center  of  bed. 

26.  Place  top  sheet  over  patient,  wide  hem  even  with 
top  of  mattress. 

27.  -Ask  patient  to  hold  clean  top  sheet. 

28.  Remove  soiled  top  sheet.    Place  in  hamper. 

29.  Place  blanket  6  inches  from  top  of  ntiattress. 

30.  Make  pleat  in  sheet  and  blanket  over  patient's  toes. 

31.  Tuck  in  excess  at  foot  of  bed  arnd  miter  corners. 

32.  Place  bedspread  on  bed  even  with  top  of  mattress. 
Fold  under  blanket. 

33.  Fold  sheet  over  bedspread  and  blanket  at  head  of  bed. 

34.  Tuck  in  excess  bedspread  at  foot  of  bed.  Miter 
cornero.    Allow  triangle  to  hang  loosely. 

35.  Put  clean  pillowcase  on  pillow.    Place  xmder 
patiient's  head  with  closed  end  toward  entrance  to 
ward. 

36.  Adjust  bed  as  desired  by  patient.  ^ 

37.  Straighten  u';iit.    Leave  bedside  stand  within  reach 
of  patient. 


POINTS  TO  EMPHASIZE 


1.  Always  turn  patient  toward  you  to  prevent 
possibility  of  injury  and /or  falls. 

2.  Make  sure  that  foundation  sheets  are  smooth  and  dry. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


MAKING   AN  OCCUPIED  BED 


TURN  PATIENT  TOWARD  YOU 
FAN  FOLD  SOILED  LINEN  AGAINST 
PATIENTS  BACK 


MAIXE  UP  ONE  HALF  THE  BED 

BOTTOM  SHEET ,  THEN 
RUBBER  DRAW  SHEET 
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ADD   COTTON  DRAW  SHEET 


TURN  PATIENT  ONTO  CLSAN  LINEN 
MAKE  OPPOSITE  SIDE  OF  BED 


19 


SERVING  DIETS  FROM  FOOD  CART 


PURPOSE 


To  provide  an  attractively  served  food  tray  for 
a  patient  in  a  hospital  where  central  food  tray 
service  is  not  available. 


EQUIPMENT 


Cart  with  food 

Cart  with  trays,  dishes,  silver,  and  serving  utensils 
PROCEDUFJ; 

1.  Cleau:  the  patient's  bedside  or  overbed  table. 

2.  Place  table  within  patient's  reach. 

3.  Place  patient  in  a  comfortable  position. 

4.  Wash  hands.  Wheel  food  and  tray  carts  to  the  unit. 

5.  Place  beverage,  salad,  soup  and  dessert  on  the 
tray. 

6.  Fill  glasses,  cups  and  bowls  three  fourths  full. 

7.  Serve  sxnall  portions  of  hot  food  in  an  attractive 
manner . 

8.  Check  diet  list  for  type  of  diet  each  patient  is 
to  receive. 

9.  Carry  tray  and  place  it  in  a  convenient  position 
for  the  patient.  Help  the  patient  with  the  food 
if  necessary. 

10.  Af    r  patient  has  finished,  note  how  much  he  has 
eaten.    Collect  tray  and  return  to  main  galley. 

POINTS  TO  EMPHASIZE 

1.  The  ward  should  be  quiet  and  in  readiness  for 
meals. 

2.  Serve  hot  food  hot  and  cold  food  cold. 

3.  Ice  cream,  sherbert  and  jello  are  kept  in  the 
refrigerator  until  ready  to  serve. 

4.  Do  not  hurry  patient. 

5.  Do  not  smoke  while  working  with  food. 

6.  Refer  to  Special  Diet  Manual  for  special  diet 
information. 

7.  Check  visible  file  to  determine  if  patient  may 
have  regular  diet. 

8.  Make  rounds  to  check  that  every  patient  has  been 
served  and  received  the  correct  diet. 
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SERVING  DIETS  FROM  FOOD  CART  (Continued) 


CARE  OF  EQUIPXIENT  WHERE  MAIN  GALLEY  DOES  NOT 
HAVE  DISH  WASHING  FACILITIES  


1.  Scrape  and  stack  dUhes: 

a.  Solid  food  into  garbage  can. 

b.  Liqwiids  into  drain. 

2.  Clean  and  stack  trays. 

3.  Wash  dishes  with  hot  soapy  water.    Stack  in  dish 

steriliser. 

4.  Follow  instructions  on  sterilik-  r.    Temperature  oi 
final  rinse  water  180^  F.   Allow  to  air  dry.  Put 
away. 

5.  Place  trays  on  cart  with  tray  cover,  silver  aud  napkins 

Saltf  pepper»  sugar  go  on  all  trays  except  Special 
Diets. 

6.  Clean  food  cart.   Return  to  main  galley. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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CENTRAL  TRAY  SERVICE 


PURPOSE 

To  provide  attractively  served  food  to  the  patient 
in  an  efficient  manner ► 

PROCEDURE 

1.  Check  list  of  patients  who  are  not  permitted  food 
or  fluids  by  mouth. 

2.  Clear  bedside  or  overbed  tc±»le. 

3.  Place  table  within  reach  of  patient. 

4.  Place  patient  in  comfortable  position. 

5.  Wash  hands.  Wheel  cart  with  trays  to  unit. 

6.  Take  tray  from  cart  and  check  to  see  if  it  is 
complete. 

7.  Read  tray  card. 

8.  See  that  tray  is  served  to  patient  listed  on  the 
selective  menus  or  the  Special  Diet  Request  that 
is  placed  on  each  tray. 

9.  Call  each  patient  by  namt^  or  check  his  identifica- 
tion band.  Place  his  tray  within  easy  reach. 

10.  Feed  patient  or  assist  him  as  necessary  such  as 
buttering  his  bread,  cutting  his  meat,  etc.  Allow 
patient  to  do  as  much  for  himself  as  possible. 

11.  Make  rounds  to  check  that  each  patient  entitled  to 
a  tray  has  been  fed.  The  Diet  List  may  be  used  as 
a  check  off  list. 

12.  After  the  patient  has  finished  eating,  collect  tray 
immediately  and  return  to  cart.    Make  a  note  of 
food  eaten  and  record  on  Intake  and  Output  Sheet 

as  indicated. 

13.  Report  all  complaints  about  food  to  Food  Service. 
POINTS  TO  EMPHASIZE 

1.  Serve  trays  promptly. 

2.  Do  not  hurry  patient. 

3.  Make  rounds  to  check  that  all  patients  have  been 
fed. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


CARE  OF  ICE  MACHINE  AND  HANDLING  OF 


ICE;  BEDSIPE  PITCHERS^  AND  GLASSES 

PURPOSE 

To  prevent  ice  machines  from  becoming  a  source  of 
infection  due  to  cross-contamination. 

EQUIPMENT 

To  clean  and  disinfect  ice  machine: 
Clean  gloves,  disposable 
4x4  sponges 
Scouring  powder 
Sodium  hypochlorite 
Clean  1  gallon  container 
Clean  ice  scoop 

PROCEDURE 

1.  Disconnect  ice  machine  from  electrical  outlet. 

2.  Wash  hands. 

3.  Use  ice  scoop  to  dispose  of  any  existing  ice. 
Pour  tap  water  into  ice  storage  compartment 
to  melt  any  remaining  ice. 

4.  Put  on  gloves  and  remove  scale  and  other  debris 
with  4x4  sponges  and  scouring  powder. 

5.  Rinse  thoroughly  with  tap  water. 

6.  Place  1/2  ounce  of  sodium  hypocholrite  in  1  gal- 
lon of  water. 

7.  Using  4  x  4's  wipe  all  accessible  areas  of  interior 
with  sodium  hypochlorite  solution.    Pay  particualr 
attention  to  ice  chute. 

8.  Repeat  step  #7. 

9.  Allow  solution  to  remain  in  machine  for  30  minutes. 

10.  Rinse  thoroughly  with  clean  tap  water  three  times. 

11.  Clean  the  exterior  of  the  ice  machine. 

12.  Connect  ice  machine  to  electrical  outlet. 

POINTS  TO  EMPHASIZE 

1.  Keep  exterior  of  machine  clean  between  weekly 
disinfecting  of  interior. 

2.  Limit  access  to  ice  machine  to  nursing  service 
personnel. 

3*    Always  keep  door  closed  when  not  removing  ice. 
4.     Locate  ice  machine  in  a  "clean"  area  of  the  ward 
or  hospital. 
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CARE  OF  ICE  MACHINE  AND  HANDLING  OF 


ICE,  BEDSIDE  PITCHERS,  AND  GLASSES"  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

5.  If  ice  must  be  transported,  containers  should 
be  clean  and  covered. 

6.  Use  a  scoop  or  tongs  when  handling  ice.  Never 
handle  ice  with  bare  hands. 

7.  Never  store  the  scoop  in  the  ice  when  not  in  use. 

8.  The  scoop  or  tongs  must  be  sanitized  at  least 
daily. 

9.  Each  patient  should  have  his  own  bedside  water 
pitcher  with  cover. 

10.  Glasses  used  for  drinking  water  should  be  sent 
to  the  kitchen  for  exchange  of  clean  glasses  on 
a  routine  basis. 

11.  Culture  ice  machines  according  to  local  hospital 
policy  and  record  in  ice  culture  log. 

CARE  OF  EQUIPMENT 

1.  Discard  disposable  equipment. 

2.  Replace  cleaning  gear, 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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FEEDING  THE  HELPLESS  PATIENT 


PURPOSE 

To  promote  adequate  nutrition  of  the  helpless  patient. 
To  encourage  self-help  when  condition  permits. 

PROCEDURE 

1.  Place  the  patient  in  a  sitting  position  unless  otherwise 
ordered. 

2.  Place  a  towel  across  the  patient* a  chest.    Tuck  a 
napkin  imder  his  chin. 

3.  Place  tray  on  overbed  table  or  bedside  stand. 

4.  Give  the  patient  a  piece  of  buttered  bread  if  he  is  able 
to  hold  it. 

5.  Feed  the  patient  in  the  order  in  which  he  likes  to  be  fed. 

6.  Offer  liquidfc^  during  the  meal.    Have  patient  use  a 
drinking  tube  if  necessary. 

7.  Give  a  small  amount  of  food  at  one  time.  Allow  the 
patient  to  ch'^w*  and  swallow  food  before  offering  him 
more.    Do  not  rush  your  patient. 

8.  If  patient  is  inclined  to  talk,  talk  with  him. 

9*    Note  amount  of  food  he  has  taken.    Record  amount  of 
fluid  if  on  measured  intake  and  output. 
10.    Remove  tray.    Leave  patient  comfortable. 

POINTS  TO  EMPHASIZE 

1.  As  you  are  feeding  a  blind  patient  tell  him  what  you  are 
offering  and  whether  it  is  hot  or  cold. 

2.  Encourage  a  blind  patient  to  begin  feeding  himself  as 
soon  as  he  is  able  and  when  indicated. 

3.  When  encouraging  a  blind  patient  to  feed  himself,  arrange 
tray  the  same  way  each  time.    Place  foods  on  plate  in 

the  same  clockwise  direction  and  fill  glasses  and  cups 
one-half  full  to  avoid  spilling. 

4.  If  patient  has  difficulty  in  swallowing,  have  oral  su::tion 
machine  at  bedside. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


EVENING  CPJ^E 

PURPOSE 

To  relax  and  prepare  patient  for  the  night., 
To  observe  the  patient's  condition- 

EQUIPMENT 

Basin  of  warm  water 

Towel,  washcloth  and  soap 

Toothbrush ^  and  dentifrice/mouthwash 

Curved  basin 

Glass  of  water 

Rubbing  alcohol/skin  lotion 

Comb 

PROCEDURE 

1.  Offer  bedpan  and  urinal, 

2.  Give  oral  hygiene. 

3.  Wash  patient's  face  and  hands. 

4.  Wash  back.  Give  back  rub.  Comb  hair. 

5.  Straighten  and  tighten  bottom  sheets. 

6.  Freshen  pillows. 

7.  Place  extra  blanket  at  foot  of  bed  if  weather 
is  cool. 

8.  Make  provision  for  ventilation  of  unit. 

9.  Clean  and  straighten  unit  and  remove  excess 
gear. 

POINTS  TO  EMPHASIZE 

1.  Indicated  for  all  bed  patients  and  those  on 
limited  activity. 

2.  Change  soiled  linen  as  necessary. 

3.  Patient  may  assist  with  care  as  condition  permits, 

4.  Ask  the  patient  if  soap  may  be  used  on  the  face. 

5.  Screen  patients  who  require  the  use  of  bedpan. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TAKING  ORAL  TEMPERATURE 
THERMOMETERS  DISINFECT SD  ON  WARD 


PURPOSE 

To  detejnnine  the  patient's  body  temperature  as  re- 
corded on  a  clinical  thermometer. 

EQUIPMENT 

1.  Tray  containing: 

a.  Two  containers  of  disinfecting  agent  marked 
#1  and  #2 

b.  Container  of  green  soap  solution 

c.  Container  of  water 

d.  Container  of  clean  cotton 

e.  Waste  container  for  soiled  cotton 

f.  Minimum  of  6  thermometers,  3  in  each 
container  of  disinfecting  solution 

g.  T.P.R.  book 

h.  Pencil  and  pen 

i.  Watch  with  second  hand 

PROCEDURE 

1.  Take  equipment  to  bedside. 

2.  Teil  the  patient  what  you  are  going  to  do. 

3.  Remove  thermometer  from  container  #1. 

4.  Wipe  thermometer  (over  waste  container)  with 
water  moistened  sponge  from  stem  to  bulb  using 
rotary  motion.  Discard  sponge  in  waste  container. 

5.  Shake  down  thermometer  mercury  to  95^  F. 

6.  Place  thermometer  under  patient's  tongue.  Caution 
him  to  keep  his  lips  closed. 

7.  Distribute  other  thermometers  to  second  and  third 
patients  in  same  manner. 

8.  Take  third  patient's  pulse  and  respiration.  Record 
results  in  T.P.R,  book. 

9.  Take  pulse  and  respiration  of  second  patient,  record, 
then  first  patient.     Record  results  in  T.P.R.  book. 

10.  Remove  thermometer  from  first  patient's  mouth  after 
3  minutes. 

11.  Wash  thermometer  (over  waBte  container)  with  soap- 
moistened  sponge  from  stem  to  bulb  using  rotary 
motion.  Discard  sponge  in  waste  container. 
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TAKING  ORAL  TEMPERATURE  (Continued) 
THERMOMETERS  DISINFECTED  ON  WARD 


PROCEDURE  (Continued) 

12.  Moisten  cotton  sponge  with  water  and  wipe  thermo- 
meter from  stem  to  bulb  in  a  rotary  container. 
Discard  sponge  in  waste  container. 

13.  Read  tliezrmozneter •  Record  results  in  T.P.R.  book. 

14.  Place  thermometer  in  uhe  original  container  of 
disinfecting  agent. 

15.  Repeat  the  steps  10  through  13  for  second  and 
third  patients. 

16.  Disinfect  these  thermometers  for  a  minimum  of 

20  minuteat  (depending  on  disinfecting  agent  used) . 

17.  Continue  using  thermometers  from  alternate  con- 
tainers until  all  patient's  temperatures  have  been 
taken . 

18.  Record  T.P.R. "s  on  SF  511. 
CARE  OF  EQUIPMENT 

1.  After  each  use 

a.  Remove  waste. 

b.  Clean  tray. 

c.  Reset  tray. 

d.  Replace  solutions  (water  -  soap). 

2.  Daily 

a.  Wash  containers  in  warm,  soapy  water,  rinse 
and  dry. 

b.  Change  all  solutions. 

c.  Wash  thermometers  in  cold,  soapy  water,  rinse 
and  place  in  disinfecting  agent. 

d.  Refill  and  reset  tray. 

POINTS  TO  EMPHASIZE 

1.  Wait  for  10  minutes  before  taking  tenqperature  of 
patient  who  has  had  hot  or  cold  drink  or  who  has 
been  smoking. 

2.  Be  sure  thermometer  reads  95^  or  below  before 
using  it. 

Encircle  abnormal  vital  signs  with  red  pencil  in 
T.P.R.  book. 

4.  Report  all  abnormal  vital  signs  to  Charge  Nurse. 

5.  Describe  quality  of  pulse  and  respiration  in  the 
observation  column  on  Nursing  Notes  (SF  510) . 
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TAKING  ORAL  TEMPERATURE  (Continued) 
THERMOMETERS  DISINFECTED  ON  WARD 


POINTS  TO  EMPHASIZE  (Continued) 

6,  After  washing  thernometer  with  soap,  be  sure  to 
rinse  well  with  water  before  putting  it  into 
disinfectant r  as  bacterial  action  is  nullified 
in  the  presence  of  soap;  for  exeuiple,  Zephiran 
chloride  and  iodine  preparations. 

7.  Individual  thermometers  should  be  used  for  pa- 
tients suspected  of  having  a  coxnmunicatble  disease. 

THERMOMETERS  STERILIZED  IN  CENTRAL  SUPPLY  ROOM 

EQUIPMENT 

1.  Tray  containing: 

a.  Container  of  sterile  oral  thermometers  that 
are  sealed  in  paper  envelopes. 

b.  Container  of  green  soap  solution. 

c.  Container  of  clean  cotton. 

d.  Container  for  waste  material. 

e.  T.P.R.  book. 

f.  Pencil. 

g.  Watch  with  second  hand. 

PROCEDURE 

1.  Tell  the  patient  what  you  are  going  to  do. 
2«  Remove  thermometer  from  envelope. 

3.  Shake  thermometer  mercury  to  95^  F. 

4.  Place  thermometer  under  patient's  tongue.  Caution 
him  to  keep  his  lips  closed^ 

5.  Take,  record  and  report  vital  signs  as  in  previous 
procedure,  numbers  7  through  11,  pages  25  and  26. 

CARE  OF  EQUIPMENT 

1.  After  each  use: 

a.  Bnpty  container  of  waste  cotton. 

b.  Return  container  of  soiled  tl^ermometers  to 
CSR  in  accordemce  witli  local  instructions  and 
exchange  for  an  adequate  supply  of  clean  ther- 
mometers . 

c«  Reset  tray. 

2.  Daily: 

a-.  Wash  containers  in  warm,  soapy  water,  rinse 

and  dry. 
b.  Refill  and  reset  tray. 


TAKING  ORAL  TEMPERATURE  (Continued) 
THERMOMETERS  STERILIZED  IN  CENTRAL  SUPPLY  ROOM 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TAKING  ORAL  TEMPERATURE 
INDIVIDUAL  THERMOMETER  TECHNIQUE 


PURPOSE 

To  determine  the  patient's  body  temperature  as 
recorded  on  a  clinical  thermometer. 

EQUIPMENT 

1.  Individual  thermometer  for  each  patient  at  bed- 
side 

2.  Plastic  thermometer  holder  with  disinfectant 
solution  -  protective  container  of  2  1/2  cc. 
disposable  syringe  can  be  used 

3.  Adhesive  tape 

4.  COiitainer  of  clean  cotton  balls 

5.  Container  for  soiled  cotton  balls 

6.  T.P.R,  book  and  pen 

7.  Watch  with  second  hand 

PROCEDURE 

1.  Upon  admission,  set  up  thermometer  and  holder  at 
patient's  unit: 

a.  Fill  thermometer  holder   (protective  container 
from  a  2  1/2  cc.  disposable  syringe)  with  dis- 
infectant. 

b.  Place  thermometer  inside  container. 

c.  Tape  container  to  head  of  bed  or  side  of  bedside 
locker . 

2.  When  taking  temperatures: 

a.  Take  containers  for  cotton  balls  to  bedside. 

b.  Tell  patient  what  ycu  are  going  to  do. 

c.  Remove  thermometer  from  holder. 

d.  W.pe  thermometer  with  clean  cotton  ball.  Discard 
cotton  ball  in  waste  container. 

e.  Shake  down  thermometer  mercury  to  95^  F. 

f.  Place  thermometer  under  patient's  tongue. 

g.  Follow  above  steps  to  second  and  third  patient. 

h.  Take  third  patient's  pulse  and  respiration.  Re- 
cord results  in  T.p.R.  book. 

i.  Take  pulse  and  respiration  of  second  patient, 
record,  then  first  patient. 

j.  Remove  thermometer  from  first  patient's  mouth 
after  3  minutes. 
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TAKING  ORAL  TEMPERATURE  (Continued) 
INDIVIDUAL  THERMOMETER  TECHNIQUir' 


PROCEDURE  (Continued) 
2. 

k.  Wipe  thermometer  with  clean  cotton  ball. 

Discard  cotton  ball  in  waste  container. 
1.  Read  thermometer  and  replace  in  holder. 

Record  results  in  T.P.R.  book, 
m.  Repeat  steps  j  through  1  for  second  and 

third  patient. 

CARE  OF  EQUIPMENT 

After  each  use: 

a.  Discard  soiled  cotton  balls  and  container. 
Weekly  and  when  patient  is  discharged: 

a.  Collect  thermometers  and  holders. 

b.  Disinfect  thermometers  as  outlined  on  page  26 „ 

c.  Place  in  new  holders  containing  disinfectant. 

d.  Discard  old  holders. 

e.  Replace  thermometers  and  holders  at  bedside. 
ADDITIONAL  INFORMATION  AT  THIS  ACTIVITY 


1. 
2. 
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TAKING  TEMPERATURES  WITH  THE  ELECTRONIC  THERMOMETER 
PURPOSE 

To  determine  the  patient's  body  teitperature  with 
an  electronic  thermometer  which  Is  a  beat  sending 
device  with  an  accuracy  of  a  plus  or  minus  of  .2 
degrees.     It  utilizes  a  disposable  probe  cover  and 
records  oral  and  rectal  tenperatures  within  15 
seconds  r 

EQUIPMENT 

1.  Base  for  electronic  thermometer 

2.  Thermometer  with  oral  probe  (sensing  device) 

3.  Rectal  probes  where  applicable 

4.  Disposable  probe  covers 

PROCEDURE 

1.  Remove  probe  from  base  which  is  connected  to 
electricity, 

2.  Attach  strap  of  thermometer  around  shoulder  co 
secure  thenrometer  to  side  (left  side  if  right 
handed) • 

3.  Remove  probe  and  insert  probe  into  disposable 
probe  cover, 

4.  Turn  thermometer  on  by  pressing  small  bar  on  top. 

5.  Place  covered  probe  into  patient's  mouth  in  the 
sxtblingual  area  and  slowly  push  probe  along  the 
base  of  the  tongue  as  far  back  as  possible  with- 
out discomfort  to  the  patient. 

6.  Hold  probe  in  place  until  indicator  on  thermome- 
ter records  a  completed  thermometer  reading « 

7.  Transfer  reading  to  appropriate  records. 

8.  Eject  the  disposable  probe  cover. 

9.  Press  bar  on  back  of  thermometer  erasing  present 
reading  and  repeat  the  above  procedure  for  the 
next  patient. 

10.  Remove  thermometer  pack  arid  replace  securely  in 
base  for  recharging  thermometer. 
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TAKING  VEMPERATURES  WITH  THE  ELECTRCIIXC  THERMOMETER  (Continued ) 


PriNTS  TO  EMPHASIZE 

1.  Grasp  probe  at  reinforced  area  in  the  center  to 
decrease  breakage. 

2.  Always  keep  base  plugged  into  electrical  current. 

3.  Always  keep  thermometer  in  base  when  not  in  use 
to  keep  the  battery  charged. 

4.  Use  specified  probe  for  rectal  temperature  and  in- 
sert probe  cover  1/2  inch  on  adults  or  1/4  inch 

on  babies  for  accurate  recordings. 

5.  For  axillary  temperatures  do  not  press  bar  to  ac- 
tivate thermometer  until  the  oral  probe  with  cover 
is  in  place,  then  allow  60-90  seconds  for  record- 
ing of  temperature.     Indicator  will  not  come  on. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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TAKING  AXILLARY  TEMPERATURE 


PURPOSE 

To  determine  a  patient's  temperature  when  the  oral 
or  rectal  route  is  contraindicated. 

EQUIPMENT 

Oral  thermometer  tray 

T.P.R.  book 

Pencil  or  pen 

Watch  with  a  second  hand 

PROCEDURE 

Same  as  for  oral  temperature  (pages  25  and  26) 
except: 

1.  Wipe  axilla  dry. 

2.  Place  oral  thermometer  in  axilla.     Have  patient 
cross  arms  over  chest. 

3.  Leave  thermometer  in  place  for  10  minutes. 

4.  Write  '^V  above  temperature  in  T.P.R.  book^  and 
T.P.Ru  graph  (SF  Sll) . 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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TAKING  RECTAL  TEMPERATURE 
THERM0Z4ETERS  DISINFECTED  OM  WARD 


PURPOSE 

Tc>  determine  patient's  temperature  when  the  oral 
j^^ethod  is  contraindicated. 

EQUIPMENT 

1 .     Tray  ^  containing 

a.  Two  containers  of  disinfecting  agent  marked 
#1  and  #2 

b.  Container  of  green  soap  solution 

c.  Container  of  water 

d.  Container  of  clean  cotton  sponges 

e.  Container  for  waste  cotton  sponges 

f .  Minimum  of  4  thermometers  in  container  #1 

of  disinfecting  agent.     (Nvimber  of  thermometers 
determined  by  ward  needs) • 
g»    Tube  of  water  soluble  lubricant 

h.  T.P.R.  book 

i.  Pencil  and  pen 

j .    Watch  with  second  hand 

PROCEDURE 

1.  Take  equipment  to  bedside. 

2.  Tell  patient  what  you  are  going  to  dOm 

3.  Remove  thermometer  from  container  #1. 

4.  Wipe  thermometer  (over  waste  container)  with 
water  moistened  sponge  from  stem  to  bulb  using 
a  rotary  motion.     Discard  sponge  in  waste  con- 
tainer. 

5.  Shake  thermometer  mercury  to  95^  p. 

6.  Lubricate  thermometer  with  water  soluble  lubricant. 

7.  Turn  patient  on  side  unless  contraindicated. 

8 .  Separate  buttocks  and  gently  insert  thermometer 
1  1/2  inches  into  the  rectum  in  an  upward  and 
forward  direction.     Insert  1/2  -3/4  inch  in 
infants  and  children. 

9.  Hold  thermometer  in  place  for  5  minutes.  Count 
pulse  and  respiration  and  record  in  T.P.R.  book. 

10.  Remove  thermometer. 
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TAKING  RECTAL  TEMPERATURE  (Continued) 
THERMOMETERS  DISINFECTED  ON  WARD 

PROCEDURE  (Continued) 

11«  Wash  thennometer  (over  waste  container)  with  soap 
moistened  sponge  from  stem  to  bulb  using  rotary 
motion*  Discard  sponge  in  waste  container. 

12*  Moisten  cotton  sponge  with  water  and  wipe  thermo- 
meter from  stem  to  bulb  in  a  rotary  motion.  Dis- 
card sponge  in  waste  container. 

13.  Read  thermometer  and  record  temperature  in  T.P.R. 
book*  Place  ^'R*  above  recording  to  iiidicate  that 
it  was  tadcen  rectally. 

14.  Return  thermometer  to  glass  #2  for  sterilization 
for  a  minimum  of  20  minutes. 

15.  Leave  patient  in  comfortable  position. 

16.  Record  T.P.R.'s  on  SF  511.    Use  "R"  to  indicate 
rectal  temperature. 

17 «  Continue  taking  additional  rectal  temperatures  in 
the  same  manner « 

CARE  OF  EQUIPMENT 

1.  After  each  use 
a.  Remove  waste « 
b«  Clean  tray. 

c.  Transfer  thermometers  from  con'cainer  #2  to 
container  #1  after  20  minutes  has  elapsed. 

d.  Replace  water  and  soap  solution. 

e.  Reset  tray. 

2.  Daily 

a.  Wash  containers  in  warm,  soapy  water,  rinse 
and  dry. 

b.  Change  all  solutions* 

c.  Wash  thermometers  in  cold,  soapy  water ^  rinse 
well  and  place  in  disinfectant  agent. 

d.  Refill  and  reset  tray* 

POINTS  TO  EMPHASIZE 

1.  Wait  30  minutes  before  taking  temperature  on  pa- 
tient who  has  had  an  enema* 

2.  Use  only  a  stub  bulb  thexrmometer  expressly  made 
for  rectal  use. 

3*  Do  not  leave  patient  unattended  while  thermometer 
is  inserted. 
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TAKING  RECTAL  TEMPERATURE  (Continued) 
^HERMa^i^SrT^ISfHPSCTBb  ON  WARb 


POINTS  TO  EMPHASIZE  (Continued) 

4.  Report  abnormal  vital  signs  to  Charge  Nurse. 

5.  Describe  the  quality  of  pulse  and  respirations 
in  observation  column  on  Nursing  Notes  (SF  510) • 
On  wards  where  many  rectal  temperatxires  are  taken, 
(for  example.  Pediatrics,  ICU,  etc.),  increase 
the  nvimber  of  therniometers  in  each  container. 
Continue  using  thermometers  from  alternate  con- 
tainers, allowing  at  least  20  minutes  for  steriliza- 
tion, until  all  patients*  temperatures  are  taken. 

6.  Be  sure  to  rinse  thermometer  well  before  putting 
it  into  the  disinfectant,  as  bacterial  action  is 
nullified  in  the  presence  of  soap  -  for  example, 
Zephiran  chloride  and  iodine  preparations » 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TAKING  RECTAL  TEMPERATURE  (COPtinued) 


THERMOMETERS  DISINFECTED  IN  CENTRAL  SUPPLY  ROOM 


EQUIPMENT 

1.    Tray  containing 

a.  Container  of  rectal  thermometers  sealed  in 
paper  envelopes 

Container  of  clean  cotton  sponges 

c.  Container  of  soap  solution 

d.  Container  for  waste  cotton  sponges 

e.  Container  for  used  thermometers 

f.  Tube  of  water  soluble  lubricant 

g.  T.P.R.  book 

h.  Pencil  or  pen 

i.  Watch  with  second  hand 

PROCEDURE 

1.  Remove  thermometer  from  envelope* 

2.  Take,  record  and  report  \ital  signs  as  in  previous 
procedure  page  30. 

3c    Return  thermometer  to  container  of  soap  solution 
for  return  to  C.S.R. 

CARE  OF  EQUIPMENT 

1*    After  each  use 
a^     Remove  waste 

b.  Clean  tray 
2.  Daily 

a.  Return  container  of  thermometers  to  C.S.R. 

in  accordance  with  local  instructions  and  ex- 
change for  supply  of  sterile  thermometers. 

b.  Wash  containers  in  warm,  soapy  water,  rinse 
and  dry.  . 

c.  Refill  and  reset  tray. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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TAKING  PULSE  AND  RESPIRATION 


PURPOSE 

To  determiae  the  character  and  rate  of  the  pulse  and 
respiration. 

EQUIPMENT 

Watch  with  a  second  hand 
Pencil  or  pen 
T.  P.  R.  book 

PROCEDURE 


1.  Tell  patient  what  he  is  to  do. 

2.  Have  the  patient  lie  down  or  sit  in  chair.    Draw  his 

arm  and  hand  across  his  chest. 

3.  place  three  fingers  over  the  radial  artery  on  the 

thumb  side  of  the  patient's  wrist.    Use  just  enough 
pressure  to  feel  the  pulse  beat. 

4.  Observe  the  general  character  of  the  pulee,  then 

count  the  number  of  beats  for  30  seconds,  multiply 
by  two.    If  any  deviation  from  normal  or  irregularity 
is  noted,  coimt  for  one  full  minute. 

5.  With  the  fingers  still  on  the  wrist,  co\mt  the  rise  and 

fall  of  the  chest  or  upper  abdomen  for  30  seconds, 
multiply  by  2.    If  any  irregularity  or  difficulty  is 
notedi  coimt  for  one  full  minute. 
5.    Record  in  T.  P.       book  and  report  any  abnormality.  ,  . 

POINTS  TO  EMPHASIZE 

DO  NOT  use  thumb  when  taking  pulse  beat. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


34 


APICAL-RADIAL  PULSE 


PURPOSE 

To  conii:>are  the  pulse  ra-^^e  of  the  heart  at  the  apex 
and  the  pulse  rate  in  the  radial  artery, 

EQUIPMENT 

Stethoscope 

Watch  with  second  hand 
f?ROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Have  patient  lie  quietly  in  bed. 

3.  Open  pa jama  coat  to  expose  chest. 

4.  One  person  standing  on  the  left  side  of  the  bed 
places  a  stethoscope  over  apex  of  heart  (slightly 
below  and  to  the  right  of  the  left  i^ipple)  to  locate 
the  apical  heart  beato 

5.  Another  person  standing  on  the  right  side  of  bed  lo- 
cates the  radial  pulse;  hold  watch  so  that  it  can 
be  seen  by  both  people. 

6.  Using  the  same  watch  and  at  a  signal  from  the  per- 
son taking  the  apical  pulse,  both  people  count  for 
one  minute. 

7.  Replace  pa jama  coat;  leave  patient  comfortable. 

8.  Record  in  observation  colvmin  on  Nursing  Notes  (SF  510). 
Example:    Apical  92.     Radial  86. 

POINTS  TO  EMPHASIZE 

Two  corpsmeh  are  necessary  to  carry  out  this  procedure 
because  thd  two  pulses  must  be  taken  at  the  same  time 
to  compare* rates. 

CARE  OF  EQUIPMENT 

1.  Wipe  earpieces  and  diaphragm/bell  of  stethoscope 
with  alcohol  sponges  before  and  after  procediure. 

2.  Return  stethoscope  t"o  proper  place. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TAKING  BLOOD  PRESSURE 


PURPOSE 

To  determine  the  pressure  which  the  blood  exerts  against 
the  walls  of  the  vessels. 

EQUIPMENT 

Sphygmomanomete  r 
Stethoscope 
Pencil  and  paper 
Alcohol  sponges 

PROCEDURE 

1*    Tell  patient  what  you  are  going  to  do. 

2.  Place  patient  in  comfortable  position  sitting  or  lying 

down. 

3.  Place  rubber  portion  of  cioff  over  the  brachial  artery. 

Secure  either  by  hooking  or  wrapping  depending  on 
the  type  of  apparatus. 

4.  Clip  indicator  to  cuff  (aneroid)  or  place  apparatus  on 

a  level  surface  (mercurjr)  at  about  heart  level.  Make 
sure  the  tubing  is  not  kinked  and  that  it  does  not  rub 
against  the  apparatus. 

5.  Locate  brachial  pulse  at  bend  of  elbow. 

6.  Place  stethoscope  in  ears  with  ear  pieces  pointing 

forward. 

7.  Hold  stethoscope  in  place  over  the  brachial  artery. 

Inflate  cuff  until  the  indiicator  registers  200  mm. 
Lioosen  thumb  screw  of  valve  and  allow  air  to  escape 
slowly. 

8.  Listen  for  the  sounds.    Watch  the  indicator.  Note 
where  the  first  distinct  rhythmic  sound  is  heard.  This 
is  the  Systolic  Pressure. 

9*    Continue  releasing  air  from  tne  cuff.    J^ote  where 
sound  changes  to  dull  rnuffled  beat.    This  is  the 
Diastolic  Pressure. 

10.  Open  valve  completely.    Release  all  air  from  cuff* 

11.  Remove  cuff.    Record  reading. 
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TAKING  BLOOD  PRESSURE  (Continued) 


POINTS  TO  EtdPHASIZE 

1.  Either  arm  may  be  used  in  taking  blood  pressure, 
bat  in  repeating  readings,  it  is  important  to 
use  the  same  arm» 

2.  Some  departments  in  the  hospital  may  define  dia- 
stolic pressure  as  th^  last  sound  heard • 

3.  If  unsure  of  reading,  completely  deflate  cuff  and 
repeat  procedure, 

C&RE  OF  EQUIPMENT 

1.  Fold  and  replace  cuff. 

2.  Wipe  ear  pieces  and  bell/diaphragm  of  stethoscope 
with  alcohol  sponge  before  and  after  procedure. 
Replace. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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RECORDINGS  ON  THE  TEMPERATURE^  PULSE ^  AND  RESPIRATION  FORM 


PURPOSE 

To  keep  an  accurate  and  up-to-date  record  of  the 
patient's  cardinal  or  vital  signs, 

EQUIPMENT 

Pen  with  black  or  blue-black  ink 

Standard  Form  511,  Temperature — Pulse — Respiration 
Ruler 

Addressograph  plate 
PROCEDURE 

1.  Complete  identifying  data  in  lower  left  corner  of 
SF-5U. 

2.  Fill  in  spaces  as  indicated  in  the  heading  by  print- 
ing: 

a •  Month 

b.  Date  of  month. 

c.  Hospital  day. 

d.  Postoperative  or  postpartvun  day. 

e.  Hours  T.P.R's  are  taken. 

3.  Using  a  small  dot^  record  temperature  and  pulse  in 
spaces  corresponding  vertically  to  hour  and  hori- 
zontally to  scales  on  left  side  of  form.    Join  dots 
of  previous  readings  by  drawing  straight  lines  with 
ruler. 

4.  Print  respiration  rate  in  space  indicated  to  correspond 
with  date  and  hour  taken. 

5.  Record  blood  pressure  in  space  indicated  to  correspond 
with  date  and  hour  taken. 

6.  Record  height  and  weight  on  admission  in  spaces  provid- 
ed.    Repeated  weight  recordings  are  made  to  correspond 
with  date  and  hour  taken. 

POINTS  TO  EMPHASIZE 

1.  For  every  four  hour  and  twice  a  day  ten^-erature  and 
pulse,  record  within  dotted  lines. 

2.  For  four  times  a  day  tender ature  and  pulse,  record  on 
dotted  lines. 

3.  Blood  pressuref>  required  more  than  twice  a  day  should 
be  graphptd  on  a  Plotting  Chart  (SF  512)  . 
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RECORDINGS  ON  THE  TEMPERATURE,  PULSE,  AND  RESPIRATION  FORM 
.   (Conti nued )  


POINTS  TO  EMPHASIZE  (Continued) 

4,  Any  pecularities  of  the  patient  that  affects  the 
temperature,  pulse,  or  respiration,  i.e.;  drop  in 
temperature  due  to  medication;  ongoing  cooling  pro- 
cedure; and/or  absences  from  ward,  :uay  be  recorded 
in  graphic  column  at  the  designated  time. 

5#  Indicate  method  -  if  axillary  or  rectal  is  used. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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atandanl  Form  511 
Rev.  Aueust  lOU 
Bureau  of  the  Budget 
Circular  A— 3J 


SAMPLE  TEMPERATURE  -  PULSE  -RESPIRATION  (SFBll) 


CLINICAL  RECORD 


TCMPERATURE^PULSE-^ESPIKATION 

FAHRENHEIT 


Q4H  TPR 


QID  TPR 
BID  TPR 


written  anttimM  giwr  7V«fne— /«st,  firtt. 
mt'ddi*:  grudm;  dmtm:  hoepttMi  or  m^di'cMt  tmcitity^ 


REGISTER  NO. 


USE  ADDRESSOGRAPH  PUTE 


40 


TEMPERATURE— PULSE— RESPIRATION 

FAHRENHEIT 

Qtandiiril  Form  8il 
511-108 


USING  THE  TEMPERATURE  -  PULSE  -  RESPIRATION 
GRAPHIC  FORM  511 


All  entries  shall  be  lettered  in  black  or  blue-black  ink.  Ballpoint  pens  may 
be  used.  Each  sheet  should  have  identify  in    data  at  the  foot  of  each  page. 
These  data  should  be  lf:gible,  correct  and  complete. 


^TlENT'S  Identification  {.For  typ«d  or  written  ertrira  give;  i^sm^—iast.  first, 
middle:  grade;  date;  hotpitai  or  medical  tacttity) 

REGISTER  NO. 

WARD  NO. 

TEMPERATURE— PULSE— RESPIRATION 

USE  ADDRESSOGRAPH  PLATE  '^^^  e^iTn'iiura  fc^^ 


Each  sheet  is  divided  into,  seven  major  columns,  one  for  each  day  of  the  week. 
Hie  day  of  admission  is  the  first  hospital  day. 


CLINICAL  RECORD 

TEMPERATURES-PULSE— RESPIRATION 

FAHRENHEIT 

HOSPITAL  OAV 

1 

2 

3 

4 

6 

7 

rOST.  DAY 

DAY 

11 

HOUR 

NLSE         TEMP,  r 
(O)  (•) 

105* 

The  month,  day  of  the  month,  and  yaar  appear  in  the  spaces  for  that  purpose. 
In  the  sample  be^LW,  the  patient  was  admitted  to  the  hospital  on  May  7,  1973, 

CLINICAL  RECORD 

TEMPERATURE—PULSE-^  ESPIRATION 

FAHRENHEIT 

HOSPITAL  DAY 

] 

L 

2 

3 

4 

q         ^  ft 

 2  

POST.  DAY 

MONTH-YCAR 

DAY 

7 

8 

Q 

0 

11 

12 

MAY"  73 

HOilR 

nn.it       rcMP.  r 

(O)  (•) 

105* 

TElUir.  c 

The  day  of  operation  or  deii'vary  is  lettered  '^Operation"  or  "Delivery". 
The  following  day  is  the  fixiit  postoperative  or  postdelivery  day.  For 
example,  if  the  patient  had  surgery  on  his  third  hospital  c'ay,  the  chart 
would  appear  as  follows: 


ClINICAL  RECORD 


TEMPERATURE— PULSE^ESPIRATION 

FAHRENHEIT 


HD«*nM.  DAY 

1 

2 

3 

4 

5 

6 

7 

fOST.  DAY 

DOS 

1 

2 

5 

4 

MOMTH-VCAR 

DAY 

7 

3 

10 

11 

12 

MAY   i*  73 

HOUR 

rULSl         TEMP.  F 

4  OA 


CLIHICAL  RECORD 


MOtmUL  DAY 


mr-  OP  DAY 


MOMTH-YtAft 


MAY  It  73  NOW! 


MY 


nui 

(O) 


m 
m 
m 
m 
tn 
m 

m 

SD 

m 

n 


mip.  r 
(•) 

»]• 

10)* 
IOC* 

100* 


sir 


IT 


~1  


To  chart  the  tenrperature  and  puli>e,  place 
a  dot  on  the  graph  according  to  the  scale 
on  the  left  in  the  vertical  column  that 
designates  the  correct  time  and  date.  Con- 
nect the  dot  of  the  previous  recording  with 
a  solid  line. 

Ihe  respirations  are  recorded  in  the  vertical 
column  according  to  the  hour. 

In  the  sample  at  the  left  the  6  a.  m.  TPR 
was  97-72-16.    The  6  p.m.  TPR  was  98.6-76-18. 
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Each  day  is  divided  into  two  columns,  a.m.  and  p,m. 


CLIKICAL  RECORD 


TEMPERATURE— PULSE— RESPIRATION 

FAHHENHEKT 


HOSnrAL  DAT 


DOS 


ViAY    If  7  'S  HOU* 


A.m. 


p,m. 


The  a.m.  and  p.m.  subdivision  is  further  divided  by  two  vertical  dotted 
lines.    For  every  four  hour  temperature  and  pulse  reading,  place  the 
recordings  WITHIN  the  dotted  lines. 


CLIKICAL  RECORD 


TEMPERATURE— PULSE— RESPIRATION 

FAHRENHEIT 


HOSm/U.  DAT 

1 

2 

3 

4 

5 

6 

7 

rofT.  OP 

nos 

1 

2 

4 

MOMTM-VCM 

OAT 

7 

R 

10 

11 

12 

13 

MAY  »  7% 

HOUR 

2&J0 

2-6  iO 

PULSI         TUM.  P 
(O)  (#) 

TEMP,  C 

4t 


TVice  a  day  temperature  and  pulse  recordings  are  placed  WITHIN  the  dotted 
lines  in  the  center  oi:  the  a.m.  and  p.m.  column. 


CLINICAL  RECORD 


TEMPERATURE— PULSE— RESPIRATION 

FAHRENHEIT 


mSPlTAL  OAT 

1 

2 

3 

4 

5 

6 

7 

Wr.   Qp  DAY 

DOS 

1 

2 

3 

4.. 

KOirTH-VtAfI 

DAT 

7 

r 

8 

9 

10 

11 

12 

13 

MAY  i>  73 

HOUK 

.4. 

njLSC      muip.  p 
(O)  (•) 

TEMP. 

/ 


6  Ml. 


For  four-times>-a-day  readings,  place  the  recordings  ON  tho  dotted  lines. 


CLINICAL  RECORD 


TEMPERATURE— PULSE— RESPhlATION 

FAHRENHEIT 


NOSPfTAL  DAT 

1 

2 

3 

4 

5 

6 

7 

POIT.    OP  "^^^ 

DOS 

1 

2 

3 

4 

MONTH>YCAIt 

OAT 

7 

8 

9 

10 

11 

12 

13 

MAY  It  73 

HOUR 

4  to 

1  4 

4  I0|2  4 

410  1  2  4 

4  I0|  2  4 

4  10 

2  4 

4  to 

2  4 

410 

PUUI         TEMP.  P 

TUP.  C 

\0i 


40C 


CLIKiCAL  RECORD 


TEMPERATURE— PULSE— RESPIRATION 

FAHRENHEIT 


HOSPITAL  DAY 

1 

2 

3 

4 

5 

6 

7 

POST.  DAY 

DOS 

1 

2 

3 

4 

MONTH-YCAR 

DAY 

14 

15 

16 

] 

L7 

18 

19 

2 

0 

MAY    «  7*^ 

HOUR 

2-blO 

6  10 

2  4 

c 

•C 

nJUC         TCMP.  F 
<o)  (•) 

in  104" 

IW  103* 

150  101" 
1«0  100" 
130 

90.6* 

fM  MO 

N 

'E 

1 

a: 

TF 

m 

1 

DO 

T,' 

Ai 

RE 

1 

'L 

,Ai 

D 

WITHIN  THi:  DOTTED  LINHS  FOR  : 
THE  EVERY  FOUR  HOI  11  ANr  TWTrP 

A 

I 

)A 

Y 

R 

EC 

RI 

n 

i 

^ 

J 

\ 

\ 

110 

10P 

V 

/ 

$r 

:  1. 
:  ! 

MC 

)T 

E 

T 

H/ 

\.T 

E  D 

0' 

^S 

.E 

iO 

70 
60 
SO 

PLACEL  ON  THE  DOTFED 
LINES  FOR  FOUR-TIMES-A- 

D/ 

I 

IE 

CC 

)R 

Dl 

[N 

g; 

If  a  temperature  is  taken  by  rectvun,  place  an  "R"  (for  rectal)  above  the 
dot  on  the  graph.     If  a  tv<;mperature  is  taken  by  axilla,  pliice  an  "A"  (for 
axillary)  above  the  dot  on  the  graph. 
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RECORDING  ON  PLOTTING  CHART 


PURPOSE 


To  keep  an  accurate,  visible  record  of  repeated 
observations  of  intake* output,  weight,  blood  pressure,  etc. 


EQUIPMENT 


Pen  with  black  or  blue-black  ink 
Standard  Form  512,  Plotting  Chart 
Ruler 


PROCEDURE 


1.  Complete  identifying  data  in  lower  left  corner  of 
chart.  (Page  40) 

2.  Print  date  and  purpose  in  upper  left  corr^r. 

3.  Calibrate  measurements  along  vertical  portion  of 
graph: 

a.  Start  scale  at  bottom  working  toward  top  at  a 

definite  and  uniform  rate  of  progression,  as 
0-10-20. 30. 

b.  Label  scale  at  top  to  show  unit  of  measure  as 

cc. ,  lbs.  ,  or  mm. 

4.  Note  date  time  intervals  of  measure  along  top 

horizontal  portion  of  graph. 

5.  Show  meaning  of  symbols  used  in  a  key  to  the  side  of 

graph. 

Note:   Red  pencil  may  be  used  when  filling  in  bar  graphs. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ft  CPO     1141  0-14«-ail  ISO'J) 


CLINICAL  RECORD 


PLOTTING  CHART 


Wl£  on  PUW05E  Of  GHAPH 


BLOOD  PRESSURE,  PULSE,  RFJIPTKATWUS ,  ON  VAV  OF  .SURflFRV 


1/31/73 


if  s  §  '  s's  s  i  s  I's  «  s 


J*0 


no 


120 


100 


80 
t6 


■•■■■■■■■a 


»9Sffin»fl(»mi«iR«»0aaBBafli 

a»a»»j{;^ff  fflffl  8£BB»»HBB  I 

a»»ftMa»aii  s«B«»)ftiEaB  i 

«»««HB»aHffi!  ««$l(»ffii8BBBB  I 
«lfiS»BB»»»^»        fflfflffiBBBB  I 
9ffieSB«R»^««  ff  8SS8888BBBB I 
SBSaaUBBBB  I 

iaffiifii«»»»««9i  HHHaaasBBBB  i 

«»»»»afflie!9^fi$  W«RftK«flBBBB  I 
8«HB»aaWlflSff  fflffiiSSBBBBB  I 
BBBB»aa»«n»ffifflSfi«BBflBI 
fiB»H»««H»SSaffilS0»BBBBI 

««fiCfifln»K6enH  »»»tffi!fiififBBBfl  i 
e^»i«nfiS«HB  9aa»>^fifBBBB  I 
»ff»»fflS»«»»«;Kffi«0H»BBBBI 
»KSaa«0Of  «S«aBHBBBfl  I 
SasaK^^flR^ff  a  SffiSB««BBBB  I 


aHaft3^«neoHff  a  <iia0fl$«nBBBB  i 

»«l9'^SBB8si  ■■BBBBBBBB I 
tf^^^fiSBBBBBBBBBBBBBBBI 


afflB8»B»anBaBBBBBBBBBI 
aaWlfljBBBBBBaBBBBBBBBBI 
a»BBBBBBBB IBBBBBBBBB I 


PLOTTING  CHART  (Form  S\Z) 
This  form  may  be  used  for  additional 
graphic  representation  o£  data. 
Suggestions  lor  use: 

Blood  pressure  recording;  comparison 
of  intake  and  output,  weight  chart,  drain- 
age chart. 

General  Rules  for  Constructing  Graphs: 

1.  Purpose  of  chart  must  be  known;  print 
purpose  in  upper  left-hand  space  provided. 

2.  A  graph  should  always  read  from  left 
to  right. 

3.  Measurement  should  be  calibrated  along 
vertical  portion  of  graph. 

a.    Scale  should  be  at  a  definite  and 
uniform  rate  of  progression,    Ex.  :    cc.  --lbs. 
--mm.  -  -gm.  ,  etc. 

4.  Passage  of  time  should  be  noted  along 
horizontal  position  of  graph.  Ex.  :  Dates 
and/or  hours  measurements  are  made, 

5.  Meaning  of  symbols  used  in  graph  should 
be  shown  in  a  key  to  the  side  of  the  graph. 

6.  When  lines  are  used  in  graphing,  they 
should  be  laoeled  to  the  left  of  their  starting 
points. 


HO 


m  m  14  m  m  i%  m  -H- 


illCNT'S  IDCNTIFICATIOM  (For  type  J  •r  writtem  entritt  gift;  Name-isU.  fint. 

middlti  gradt;  dalt:  bmtpital  ofrntdUat  fadtity) 


REGISTU  NO. 


USE  ADDRESSOGRAPH  PLATE 
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STANDARD  POlM  312 
APRR  I9AI 
CENERAl  SERVICES  ADMINISTRATION  & 
INTER ACINCV  COMM.  ON  MtDtCAl  RECORDS 
PPMR  101-1  1  109-3 
512-106 


CARE  OF  THE  SERIOUSLY  ILL  PATIENT 


PURPOSE 

To  provide  optimum  care  and  close  observation  of  the 
seriously  ill  patients 

To  keep  the  patient  mentally  and  physically  comfortable • 

EQUIPMENT 

Special  mouth  care  tray 

Rubbing  alcohol/skin  lotion 

Bed  linen  as  necessary 

Pillow  and/or  supporting  appliances 

Special  equipment  as  needed: 

I.Ve  Standard 
Suction  machine 
Oxygen 

Drainage  bottles 

Intake  and  Output  work  sheet,  DD  Form  792 

PROCEDURE 

!•    Place  patient  where  he  can  be  easily  and  closely 
observed* 

2.    Keep  room  quiet,  clean  and  clear  of  excess  gear. 

3«    Bathe  patient  daily  and  P«R«N« 

4.    Maintain  good  oral  hygiene  every  2-4  hours* 

5*    Wash,  rub  back  and  change  position  every  2  hours 

unless  contraindicated* 
6«    Speak  to  patient  in  a  calm,  natural  tone  of  voice 

even  if  he  appears  to  be  unconscious. 
?•    Report  any  sudden  change  in  condition • 

8.  Keep  an  .accurate  intake  and  output  record  if 
ordered* 

9.  Offer  fluids  if  patient  is  conscious  and  is  able 
to  take  them* 

10*    Record  and  Report: 

a*  Changes  in  T*P*R*  and  blood  pressure* 
b*  State  of  consciousness, 
c*  All  observations* 
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CARE  OF  THE  SERIOUSLY  ILL  PATIENT  (Continued) 


POINTS  TO  EMPHASIZE 

1.  All  patients  are  seen  by  a  chaplain  when  they 
are  placed  on  the  Serious  or  Very  Seriously  111 
list. 

2.  Be  considerate  and  kind  to  the  patient's  relatives 

3.  Keep  charting  up-to-date. 

4.  Do  not  discuss  patient's  condition  when  the  con- 
versation might  be  overheard  by  the  patient  or  un- 
authorized persons. - 

5.  Refer  all  questions  concerning  the  patient's  con- 
dition to  the  doctor  or  nurse. 

6.  Be  sure  all  procedures  for  placing  a  patient  on 
the  SL  or  VSL  have  been  coinpleted;  for  exmaple, 
inventory  of  personal  effects  and  valuables. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREVENTION  AND  CARE  OF  DECUBITUS  ULCER 

PURPOSE 

To  maintain  clean  healthy  tissues  and  promote  optimum 
circulation  to  pressure  areas. 

To  promote  new  growth  of  tissue  to  ulcerated  areas. 

EQUIPMENT 

Basin  of  water 
Soap 

Washcloth  and  towel 

Rubbing  alcohol/lotion,  cold  cream,  cocoa  butter 
Alternating  pressure  mattress  (if  available) 

PROCEDURE 

1.  Inspect  the  skin  of  all  bed  patients  .  i^^quently. 

a.  Give  special  attention  to  areas  over  bony 
prominences  and  in  the  area  of  appliances. 

b.  Report  suspicious  areas  immediately. 

2.  Rub  patient's  back  with  skin  lotion  available  at 
local  commands 

3.  Change  the  patient's  position  every  two  hours  un- 
less contraindicated.     Use  alternating  pressure 
mattress,  if  available. 

4.  If  patient  is  incontinent: 

a.  Answer  patient's  calls  promptly. 

b.  Bathe  area  thorouc^hly  with  soap  and  water  and 
give  bacK  care  each  time  he  is  soiled. 

c.  Place  on  bedpan  oi  offer  urinal  at  frequent 
intervals. 

5.  If  skin  is  broken: 

a.  Wash  with  soap  and  water.    Dry  well. 

b.  Massage  the  surrounding  area. 

c.  Relieve  the  pressure  about  the  area. 

d.  Apply  medication  or  treatments  as  prescribed. 

POINTS  TO  EMPHASIZE 

1.    'treatment  of  decubiti  is  dependent  upon  the  order 
of  the  medical  officer. 
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PREVENTION  AND  CARE  OF  DECUBITUS  ULCER  (Continw^d) 
POINTS  TO  EMPHASIZE  CContinued) 

2.  Do  not  use  rubber  rings  or  doughnuts  for  prolonged 

periods  of  time  as  they  may  tend  to  decrease  the 
circulation  to  the  affected  parts. 

3.  Keep  the  patient  dry  and  his  bed  free  of  wrinkles 

and  crumbs. 

4.  Alternating  pressure  pad,  Stryker  frame,  Foster  Bed, 

or  Synthetic  Sheepskin  Pad  may  be  employed  as 
s^j^jimcts  to  nursing  care. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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ALTERNATING  PRESSURE  PAD 


{Air  Mattress) 

PURPOSE 

To  aid  in  the  prevention  of  deciibitus  ulcers  and 
circulatory  problems. 

EQUIPMENT 

Bed  with  mattress 

Alte^rnating  pressure  pad  with  motor  assembly 
Bed  linen 

PROCEDURE 

1.  Read  instructions  printed  on  flap  at  foot  of  pres- 
sure pad. 

2.  Explain  equipment  and  its  purpose  to  the  patient. 

3.  Place  alternating  pressure  pad  over  regular  mat- 
tress^ with  air  inlet  tubes  at  foot  of  bed« 

4.  Tuck  pad  aprons  under  mattress  at  head  and  foot. 

5.  Place  motor  unit  on  floor  at  head  of  bed.  Attach 
air  inlet  tubes  to  pump. 

€.  Connect  pump  to  grounded  electrical  wall  outlet. 
7.  Allow  pad  to  inflate.     Be  sure  that  tiabing  is  not 

kinked  Or  pinched. 
8*  Cover  pad  with  single  sheet. 

9.  Transfer  patient  to  bed.    Complete  bedmaking. 
POINTS  TO  EMPHa.SIZE 

1.  Secure  motor  unit  to  cross  bar  under  head  of  bed 
with  hooks /  when  possible ^  to  prevent  pulling  of 
inflow  tubes  when  bed  is  moved. 

2.  Tuck  flaps  securely  under  mattress  to  prevent  pad 
from  sliding  when  either  end  of  bed  is  raised. 

3«  Avoid  kinks  pr  twists  in  pad  resulting  from  high 
Fowler's  position  for  long  periods  of  time. 

4 .  Avoid  use  of  pins ,  or  other  appliemces  that  may 
puncture  the  pressure  pad. 

5.  Do  not  use  rubber  sheets,  other  pressure  pads,  or 
air  rings  with  alternating  pressure  pad. 

' 6.  Return  to  C.S.R.  when  not  in  use.  . 
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ALTERNATING  PRESSURE  PAD  (Continued) 


(Air  Mattress) 

POINTS  TO  EMPHASIZE  (Continued) 

Note:  Repair  any  punctures  by  deflating  pad  and 
applying  pinhole  sealer  supplied  with  unit* 
Allow  to  set  for  four  hours  before  inflating. 

CARE  OF  EQUIPMENT 

1.  Disconnect  unit  from  electrical  circuit. 

2.  Detach  inflow  tubes  from  pump.  Deflate  pad  and 
wa^h  with  soap  and  water  or  solvtion  prescribed 
locally. 

3.  Do  not  autoclave. 

4.  Have  Medical  Repair  check  motor  every  two  months. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


48 


TURNING  FRAME >  ORTHOPEDIC  BED  (Continued) 


(Stryker  and  Poster) 

PURPOSE 

To  aid  in  the  pr^^vantion  of  pressure  areas. 

To  facilitate  turning  cf  burn  patients  and  patients  with 

fractures  and  injuries  of  the  spinal  colun^in. 

EQUIPMENT 

Stryker  frame  or  Foster  bed  with  accessories. 
Three  heavy  canvas  straps 
Three  sheets 

Four  pli^stic  covered  pillows 

Four  pillowcases 

One  small  pillow,  if  ordered 

For  Traction  add 

Rope 
Weights 

PROCEDURE 

1.    Explain  procedure  and  purpose  to  patient* 
2«    Place  patient  on  posterior  frame: 

a.  Use  three-man  carry.    Keep  body  well  supported. 

b.  Place  on  back  in  good  alignment. 

c.  Cover  patient. 

d.  Insert  arm  boards  in  sockets  on  each  side. 

e.  Place  pillows  on  arm  beards.    Small  pillow  under 

head,  if  ordered. 

f.  Place  foot  support  firmly  against  the  feet. 
3.    Turning  patient  face  down  (use  two  men): 

Remove  excess  bed  clothing. 

b.  Remove  small  pillow  from  vnder  head  xinless 

contraindicated* 

c.  Place  pillows  lengthwise  over  patient. 

d.  Remove  iirm  boards  and  foot  support. 
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TURNING  Fmm,  ORTHOPEDIC  BED  (Continued) 


(Stryker  and  Foster) 


PROCEDURE  (Continued) 


3. 


e.  Position  arms: 

(1)  Have  patient  grasp  anterior  freme  with  both 
hands  after  it  has  been  applied,  or 

(2)  Place  arms  at  sides  and  secure  by  bringing 
draw  sheet  over  arms  and  tucking  imder 
body. 

f.  Disconnect  drainage  tubes  and  reconnect  after 

turning. 


STRYKER 


FOSTER 


h. 


Remove  round  nuts  from 
pivot  at  head  and  foot. 


Place  anterior  frame  snugly 
over  patient.    Replace  and 
screw,  down  round  nuts 
securely. 


i.    Adjust  face  support. 

j.    Buckle  heavy  canvas  straps 
around  both  frames  and 
patient  at  level  of  shoulders, 
hips  and  knees. 

k.    Tell  patient  when  he  is  to 
be  turned,  and  in  what 
direction. 

1.    Pull  out  spring  locks  at 

center  of  each  end.  Turn 
patient  over  quickly  and 
smoothly. 


h. 


1. 


k. 


1. 


Remove  frame  locking 
bar  from  head  and  foot 
assembly. 

Place  anterior  frame 
(turnbuckle  with  large 
loop)  snugly  over  patient. 
Insert  frame  locking 
bars  through  corrai^pond- 
ing  holes  in  head  and  foot 
assembly. 

Adjust  head  and  chin 
3upport. 

Buckle  heavy  canvas 
straps  around  both 
frames  and  patient  at 
level  of  shoulders,  hips 
and  knee^?. 

Tell  patient  when  he  is  to 
be  turned  9  and  in  what 
direction. 

Unscrew  safety  lock  at 
head  end  of  frame. 
Turn  patient  over 
quickly  and  smoothly. 
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TURNIf?G  FRAME,   QI^THQPEDTC!  BED  (Continued) 
(Stryker  and  Poster) 


STRYKER 


FOSTER 


r. 


Check  to  see  that  spring 
locks  have  snapped  into  place 
by  tipping  frame  back  and 
forth  gently  once  or  twice, 
before  releasing  grasp  on 
f refine. 

Remcv^  canvas  straps,  round 
nuts  and  posterior  frame. 

.Replace  round  nuts  on 
pivot  at  head  and  foot  to 
prevent  loss. 

Adjust  face  support.  Pad 
if  necessary. 

Insert  arm  boards.  Place 
pillows. 

Adjust  body  in  good  align- 
ment. 

Cover  patient  with  clean 
sheet  folded  lengthwise 
in  half. 


m.  Tighten  safety  lock 
securely  before  re- 
leasing grasp  on  frame. 


n*    Remove  canvas  straps, 

locking  bars  and 

posterior  frame, 
o.    Replace  locking  bars  in 

head  and  foot  assembly 

to  prevent  loss, 
p.    Adjust  head  and  chin 

support.    Pad  if 

necessary, 
q.    Insert  arm  boards. 

Place  pillows., 
r.    Adjust  body  in  good 

alignment, 
s.    Cover  patient  with  clean 

sheet  folded  lengthwise 

in  half. 


4.    Turning  patient  from  anterior  to  posterior  frame  (face  up): 


a.  Cover  patient  with  clean  sheets.    Fold  so  that  buttocks  are 

exposed* 

b.  Place  pillows  lengthwise  over  patient. 

c.  Remove  arm  boards  and  pillows. 

d.  Position  arms: 

(1)  Have  patient  grasp  anterior  frame  with  both  hands  after 
^t  has  been  applied,  or 

(2)  Place  arms  ^t  sides  and  secure  by  bringing  draw  sheet 
over  arms  and  tucking  under  body. 

e*    Follow  same  steps  as  those  for  turning  patient  from 
posterior  to  anterior  frame. 
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TURNING  FRAMEr   ORTHOPEDIC  BED  (Continued) 


(Stryker  and  Foster) 
PROCEDURE  (Continued) 

5.  Turning  patient  with  I.V.  fluids  running: 
Move  I.V.  stand  and  solution  to  side  to  which 
patient  is  to  be  turned. 

6.  Turning  patient  with  drainage  or  other  tubes  in 
place: 

a.  If  closed  drainage  system  is  used,  leave  tubes 
connected  and  clamp  with  hemostat  or  provided  clamp. 

b.  If  tube  must  be  disconnected  b'^fore  turning  patient, 
clamp  tube,  disconnect  and  cover  both  open  ends  with 
sterile  4x4. 

7.  Use 'Of  bedpan: 

a.  Remove  center  strip  of  canvas  when  patient  is  on 
posterior  frame. 

b.  Place  bedpan  on  holder  tander  frame. 

8.  Use  of  urinal: 

Slip  urinal  through  opening  from  below  when  on  ante- 
rior frame. 

9.  Application  of  traction  with  Crutchfield  tongs i 

a.  Tie  rope  to  tongs. 

b.  Pass  rope  through  hole  at  end  of  frame  and  secure 
to  frame  standard,  or  attach  weights. 

c.  Obtain  counter- traction ,  when  ordered/  by  elevating 
foot  frame. 

d.  Turn  patient  without  disturbing  tx action. 
POINTS  TO  EMPHASIZE 

Ic  Constant  good  body  alignment  is  essential.  * 

2.  Before  turning  patient,  clamp  drainage  tube  to  pre- 
vent backflow  of  drainage  to  cavity.  • 

3.  Unclamp  and/or  connect  tubes  after  turning  patient. 
4^  Make  sure  that  wheels  of  frame  are  locked  at  all 

times,  except  when  moving  frame. 
5.  As  an  important  safety  measure,  heavy  web  straps 
•should  be  buckled  around  both  frames  and  patient 
at  levels  of  shoulders,  hips,  and  knees. 
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TURNING  FRAME,  ORTHOPEDIC  BED  (Continued) 


(Stryker  and  Foster) 


POINTS  TO  EMPilASIZE  (Continued) 


STRYKER 


FOSTER 


4. 


Check  that  spring  locks 
catch  after  turning 
patient 

Replace  round  nuts  on 
pivots  to  prevent  loss. 

Prepare  and  maintain 
schedule  for  turning 
patient. 


4.  Check  that  safety  lock  is 


tight  after  t^^rning 


patient. 


5. 


5.    Replace  frame  locking 
bars  to  prevent  loss. 


6.    Increase  or  decrease 
hyperextension  by  ad- 
justing large  turn- 


buckle  when  ordered* 
Adjust  frames  to  the 


identical  curve  of  each 


other. 


CARE  OF  EQUIPMENT 

1.  Strip  frame  of  linen  and  canvas  covers. 

2.  Remove  any  traction  apparatus. 

3.  Wash  down  entire  unit  with  soap  and  water. 

4.  Make  up  frames  with  padding  and  clean  canvas. 

5.  Leave  frame  completely  assembled  with  all  attachments. 

6.  Check  frame  fasteners  frequently. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVIT Y 
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STRYKTCR  FRAME 


CIRC-O-MATIC  BED 


(Circ-o-lertric  Bed) 

PURPOSE 

To  provide  immobilization  of  body  p>art8,  when  required, 
while  permitting  frequent  change  of  position  and 
facilitating  administration  of  nursing  care. 

EQUIPMENT 

Circ-o-lectric  bed  with  accessories 
Three  restraining  straps 
Linen  for  bed 

PROCEDURE 

BED 

1.  Check  springs  holding  the  poe^terior  and  anterior 
frame  covers. 

2.  Cover  the  foam  mattress  with  plastic  cover. 

3.  Place  sheet  over  plastic  mattress  cover. 

PATIENT 

1«    Ex^jlain  to  the  patient  what  you  are  going  to  do. 

2.  Demonstrate,  if  possiblei  the  f\::iictioning  of  the 
bed  with  a  staff  member  in  it  before  placing 
patient  in  bed. 

3.  Lock  all  casters  to  stabilize  the  bed  during  transfer. 

4.  Remove  the  anterior  frame  and  set  aside. 

5.  Adjust  the  posterior  frame  to  the  horizontal  position. 

6.  Transfer  patient  to  Circ-o-^lectric  bed. 

a.  Use  three-man  carry.    Keep  body  well 

supported. 

b.  Place  on  back  in  good  alignment  with  hips 

centered  over  the  removable  section  of  the 
posterior  frame. 


ERLC 


CIRC-O-MATIC  BED  (Continued) 
(Circ-o-lectric  Bed) 

PROCEDURE  (Continued) 

TURNING  PATIENT  FROM  SUPINE  TO  PRONE 

1.  Lock  casters. 

2.  Make  certain  patient  is  ^ying  with  hips  centered  over 

removable  section  of  posterior  frame. 

3.  Place  pillow  lengthwise  from  ankles  to  knees,  and  & 

small  pillow  across  abdomen* 

4.  Remove  stud  nut  from  bolt  at  head  and  foot  of 

posterior  frame. 

5.  Place  the  anterior  frame  over  patient  gently. 

6.  Adjust  the  face  mask  or  the  forehead  band  to  the 

comfort  of  the  patient. 
7*    Replace  and  screw  down  completely  the  stud  nut  at 
the  head  end. 

8.  Lift  the  foot  end  of  the  anterior  frame  to  adjust  the 

anterior  footboard  agamst  the  feet. 

9.  Lower  the  frame  into  place  and  screw  the  stud  nut 

down  completely  at  the  foot  end. 

10.  Place  and  secure  the  three  4"  restraining  straps 

around  patient  and  frame  at  level  of  knees,  hips 
and  chest. 

11.  Instruct  patient  to  "hug"  anterior  frame*    If  patient 

is  unable  to  do  so,  secure  arms  at  sides  using  re- 
straining sheet. 

12.  Put  the  bed  in  motion  gradually  to  prevent  vertigo  or 

loss  of  conscidusness  of  patient. 

13.  When  patient  is  in  prone  position: 

a.  R^niove  restraining  straps. 

b.  Ur?  crew  posterior  nut  from  head  end  and  push 
pojjterior  frame  upward  until  it  locks  into 
pos^^ion. 

c.  Repl<ice  stud  nut. 

THE  FOOT  END  POSTERIOR  STUD  NUT  IS  NEVER 
REMOVED. 
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CIRC-O-MATIC  BED  (Continued) 
(Circ-o-lectric  Bed) 

POINTS  TO  EMPHASIZE 

1.  Keep  bed  unplugged  except  when  ready  to  turn. 

2.  Operate  the  bed  through  all  the  positions,  u.^ing 

a  well  person,  before  placing  a  patient  on  the  bed. 
3«  Never  turn  a  patient  unless  the  3  restraining  straps 
are  in  place  around  chest,  hips  and  knees. 

4.  Always  replace  sxMd  nuts  on  bolts  to  prevent  loss. 

5.  Fasten  both  stud  nuts  securely  when  preparing  to 
rotate  patient. 

6.  Stabilize  patient  between  anterior  and  posterior 
frames  adequately,  including  arms,  before  rotation 
by  use  of  pillows  and  rest ^ai.ning  straps. 

7.  The  foot  end  posterior  stuJ  nut  is  NEVER  removed. 

8.  Disconnect  drainage  or  other  tubes  before  turning 
patient.  Copaect  after  turning  patient. 

9.  Leav^  patieit  covered  ii*  a  safe,  comfortable  position 
with  8:.gnal  cord  within  easy  reach. 

10.  When  L^d  is  in  use,  wipe  rings  weekly  wl^a  alcohol. 
Dry  thoroughly.    Clean  drive  wheels  wi.'  a  liquid  deter- 
gent and  wipe  dry. 

11.  Clean  immediately  any  substances  (saline,  medication, 
food,  etc.)  spille3on  rings,  drive  wheels  or  frame. 
Clean  as  ir  #10  above. 

CARE  OF  EgOIPMENT 

Ic  Strip  fraiTie    f  linen. 

2.  ^tish  down  entire  unit  with  soap  and  water,  or  solution 
praacribeJ  locally. 

3.  Wipb  rings  weekly  with  alcohol  and  wipe  dry. 

4.  Drive  wheels  should  be  cleaned  once  a  week  with  liquid 
d<3tergent  and  wiped  dry. 

5.  Leave  frame  conqpletely  assembled  with  attachti.s ints • 

6.  Protect  with  dust  cover. 

ADDITIOhAL  INFORMATION  FOR  THIS  ACTIVITY 
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r  • 


CIRCOMATIC  BED 


A.  TOP  RING  aeCTIOM 

B.  I»ERIIAKE>eT  FOOTBOARD 

C.  BOTTOM  RfHO  SEOTtON 

D.  ANTERIOR  FRAME 

E.  POSTERIOR  FRAME 

F.  SUPPORT  BAR 
6.BALLANCE  SPRINGS 
H.6ATCH  LEVER 


ERIC 
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ORTHOPEDIC  TRACTION 


SKELETAL  TRACTION 

Applied  directly  to  the  bone  by  tongs,  pin,  or  wire 
connected  to  weights  and  pulleys. 


PURPOSE 


To  maintain  proper  realignment  of  a  fracture. 
To  immobilize  an  injury  to  the  extremity. 


EQDIPMENT 


Bed  with  bed  board  under  mattress 

Balkan  frame  with  trapeze 

Splint 

Foot  plates 

Rope 

Pulleys 

Weights  and  holder 

Surgical  instruments  as  requested  by  the  doctor 
PROCEDURE 

1.  Explain  procedure  and  purpose  to  the  patient. 
2«  Prepare  bed  with  bed  boards  Balkan  frame,  snid 
shock  blocks  if  ordered  by  the  doctor. 

3.  Shave  and  prepare  skin  as  for  a  fiurgical  procedure 
if  ordered  by  the  doctor. 

4.  Have  necessary  orthopedic  equipment  at  bedside. 

5.  Assist  the  doctor  as  required. 

6.  Record  time  traction  applied,  by  whom,  amount  of 
weights  added,  and  patient's  reaction  on  Nursing 
Notes   (SF  510) . 

POINTS  TO  EMPHASIZE 

1.  The  angle  of  traction  must  be  maintained.  Shock 
blocks  under  the  head  or  foot  of  the  bed  may  be 
used  to  keep  the  patient  in  position. 

2.  The  weight  of  traction  must  be  maintained.  Check 
weights?  frequently  to  observe  that  the  weights  are 
hanging  free  and  the  ropes  are  in  the  pulley  grooves < 

3.  Check  cl.rculation  in  extremity  every  hour  for  first 
tweiity  four  hours  after  application  and  every  four 
hours  thereafter. 
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ORTHOPEDIC  TRACTION  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

4.  Maintain  patient  in  good  position  at  all  tienus. 
Give  skin  care  every  4-6  hours* 

5.  Steady  weights  when  it  is  neceSi^ary  to  move  bed< 

6.  Wires  protruding  from  the  sidei^  of  skeletal 
traction  shoul''  be  covered  with  corks. 

CARE  OF  EQUIPMENT 

When  traction  is  discontinued,  all  parts  are  dis- 
assembled, cleaned,  and  returned  to  proper  storage 
place. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ORTHOPEDIC  TRACTION 


SKIN  TRACTIOK 

Pulling  device  is  attached  to  the  skin  with  adhesive 
tape,  adhesive  moleskin,  or  special  belts  and  halters. 

PURPOSE 

To  promote  and  maintain  alignment  of  fractured  bones* 
To  relieve  muscle  sp^nsi.  and  pain. 

EQUIPMENT 

Wooden  square  with  ^ope  attached 
Foam  rubber  strips,  3"  wide 
?:!oleskin,  3"  wide 
Ace  hindage 
Pulley 

Weight  holder 
Weights 

Equipment  to  shave  sl^in 
Tincture  of  benzoin 

PROCEDURE 

1.  Explain  procedure  and  purpose  to  patient. 

2.  Assemble  equipment* 

3.  Shave  skin  if  ordered  by  doctor. 

4.  Assist  the  doctor  as  required* 

5*  Record  time  traction  applied  and  by  whom,  amount  of 
weights  a^detl,  and  patient's  reaction  on  Nursing  Notes 
(SP  510)  • 

POINTS  TO  EMPHASIZE 

1*  Change  patient's  position  frequently  to  prevent 

development  of  decubiti. 
2.  Check  weights  frequently  to  observe  that  the 

weights  are  hanging  free  and  the  ropes  are  in  the 

pulley  grooves « 
3*  Check  circulation  in  extremity  every  hour  for  first 

eight  hours  and  every  four  hours  thereafter. 


60C 


0RTHQPED7:C  TRACTION  (Continued) 


CARE  OF  EQUIPMENT 

When  traction  is  discontinued ^  all  parts  are  dis- 
assembled^ cleaned^  and  returned  to  proper  storage 
place. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BED  OR  HEAT  CRADLE  (Continued) 


PURPOSE 

To  eliminate  pressure  from  bed  covers. 

To  carry  out  therapeutic  application  of  beat. 

EQUIPMENT 

Bed  cradle  or  heat  cradle 
String  or  gauze  bandage 

PROCEDURE 

1.  Assemble  equipjnent.     Tell  the  patient  what  you  are 
going  to  dOr 

2o  Place  oradle  over  injnred  or  affected  area.  Secure 
by  tying  to  bed. 

Arrange  bedding  neatly  over  frame. 
4.  Leave  patient  comfortable. 

Heat  Cradle; 

1.  Place  3-prong  safety  plug  into  grounded  wall  outlet. 

2.  Record  date,  hour,  duration  and  effect  of  treatment 
on  Nursing  Notes   (SF  510) . 

POINTS  TO  EMPHASIZE 

1.  Check  the  condition  of  the  patient  frequently  when 
the  treatment  is  instituted  and  periodically  there- 
after. 

2.  Check  condition  of  equipment. 

3.  Select  cradle  of  sufficient  size  to  cover  affected 
area  and  to  permit  patient  to  move. 

4.  Heat  Cradle: 

a.  The  electric  bulbs  should  be  25  Watts  or  lesSy 
covered  with  shields. 

b.  Temperature  may  be  regulated  by  turning  bulbs 
on  and  off. 

c.  Do  not  use  with  wet  dressings. 

d.  Only  a  3-prong  grounded  electrical  connection 
should  'be  used« 

5.  Must  have  order  for  use. 

6.  Do  not  use  with  disoriented  patients  or  children. 


ERLC 
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BED  OR  HEAT  CRADLE  (Continued) 


CARE  OF  EQUIPMENT 

1.  Wash  the  cradle  wath  soap  and  water  or  detergent 
and  dry. 

2.  Retura  to  C.  S.  R. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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POSTURE  AND  BODY  MECHANICS 


PURPOSE 

To  prevent  fatigue,  injury  or  strain  to  patient  and /or 
staff  member. 

To  Pull  Up  a  Mattress 

1*    When  patient  is  able  to  assist: 

a*    Stand  behind  head  of  bed  in  proper  position. 

b#    Ask  patient  to  flex  his  knees,  feet  flat  on  bed  and 

grasp  rungs  at:  head  of  bed. 
c*    Grasp  imderside  of  mettress  mth  both  hands, 
d.    At  signal,  patient  pushes  with  heels,  corpsman 

flexes  arms  and  shifts  weight  on  feet  to  bring 

mattress  to  head  of  bed. 

2.  When  patient  is  not  able  to  assist: 

a.  One  corpsman  stands  on  each  side  of  bed  facing 

head  of  bed. 

b.  Grasp  \mde  rside  of  mr^ttresc* 

c.  At  signal,  shift  weight  oh  feet  sliding  the  mattress 

to  head  of  bed. 

To  Move  a  Patient  From  One  Side  of  the  Bed  to  the  Other 

1.  Stand  at  side  of  bed  toward  which  patient  is  to  be  moved. 
2*    Flex  patient's  knees  with  feet  flat  on  bed. 

3.  Place  one  arm  under  patient's  neck  and  shoulders, 

support  his  head  with  your  arm. 

4.  Place  other  arm  ^*nder  small  of  patient's  back. 

5.  Draw  upper  par*  of  body  to  side  of  bed  and  remove 

arms  from  under  patient. 
^.    Place  ono  arm  under  lower  part  of  back  an\^  other 

ai^^m  tmder  thighs. 
1\>    Draw  lower  part  of  body  to  side  of  bed. 
8.    Straighten  bedding  and  leave  patient  comfortable. 
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POSTURE  AND  BODY  MECHANICS  (Continued) 


To  Move  or  Lift  an  jnj^ired  Arm  or  Leg 

1.  Have  pillowB  in  readiness  to  support  extremity. 

2.  Place  both  hands  beneath  injured  limb,  at  joints  above 

and  below  site  of  injury.    Raise  slowly  and  gently. 

3.  Place  extremity  on  pillow. 

Note:    Never  pick  up  an  extremity  by  grasping  muscle 

groups.  Always  raise  by  holding  at  joint  as  ankle» 
knee,  wrist,  elbow. 

To  Help  a  Patient  Sit  Up  in  Bed 

1.  Face  head  of  bed. 

2.  Slip  arm  under  patient's  armpit  nearest  you  with  flat 

of  palm  on  patient's  shoulder. 

3.  Tell  patient  to  put  his  arm  in  same  position  on  your 

shoulder. 

4.  Slip  second  arm  aroimd  patient's  neck  and  hold  far 

shoulder  with  your  hand  so  patient's  head  can  rest 
in  crook  of  arm. 

5.  At  signal,  both  flex  arms,  shift  weight  on  feet  so  you 

rock  back  bringing  patient  to  sitting  position. 

To  Move  the  Patient  Up  in  Bed  When       is  Able  to  Assist 

1 .  Lock  wheels  of  bed. 

2.  Have  patient  flex  knees  and  place  feet  flat  on  bed. 

3.  Patient  places  hands  on  your  shoulders  or  grasps 

rungs  at  head  of  bed. 

4.  Place  one  arm  under  patient's  shoulders  and  one 

tuid^r  buttocks. 

5.  At  signal,  patient  pushes  with  heels,  straightens 

knees  and  flexes  arms;  you  shift  weight  to  forward 
foot  and  slide  patient  up  in  bed. 
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POSTURE  AND  BODY  MECHANICS  (Continued) 


To  Move  a  Helpless  Patient  Up  in  Bed 

1.  T./o  persons  are  required  -  '  A"  and  '"B". 

2.  Lock  wheels  of  bed. 

3.  Flex  patirnt^s  knees  and  ask  patient  to  hold  himself  as 

rigid  as  possible. 

4.  ''A'*  slips  one  hand  under  patient^ s  head  and  shoulders 

and  one  an  i  under  small  of  back. 

5.  "B*^  slips  one  arm  just  below  "A'^'s  and  one  arm  under 

patient's  thighs. 

6.  ''A'^  gives  the  signal  and  both  slide  patient  up  together 

by  transferring  weight  from  back  to  front  of  foot. 


.Note:   Draw  ^heet  may  be  used.    Roll  up  sheet  close  to  patient's 
side^ ,    Patient  may  be  moved  up  in  bed  in  same  manner 
as  dercribed  above. 

To  Turn  a  Patient  on  His  Side 


1.  Move  patient  over  in  bed  away  from  the  side  he  is  to 

face  when  turned. 

2.  Roll  patient  over  on  his  side  toward  you. 

3.  Flex  underneath  leg  and  hip  slightly.    Bring  the  upper 
leg  forward  to  rest  on  a  pillow. 

4.  Place  pillow  imder  head  and  neck. 

5.  Place  a  folded  pillow  in  front  of  chest  and  at  back  if 
patient  desires. 

To  Help  Patient  Sit  Up  on  Side  of  Bed 


1*    Dress  patient  in  pajamas. 

2.  Fanfold  covers  to  foot  of  bed. 

3.  Bring  patient  to  side  of  bed  or  place  patient  in  sitting 
position  on  back  rest. 

4.  Stand  at  side  of  bed.    Put  one  axm  tender  patient's 

shoulders  and  one  arm  under  patient's  knees  which  may 
be  slightly  flexed. 

5.  Have  patient  place  his  hands  around  your  shoulders. 
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POSTURE  AND  BODY  MECHANICS  (Continued) 


To  Help  Patient  Sit  Up  on  Side  of  Bed  (Continued) 

6.  At  signal,  slo-^ovly  straighten  your  knees,  bringing 

patient  to  upright  position. 

7.  Place  stool  or  chair  to  support  feet. 

8*    Place  pillow  behind  patient's  back  ]^or  support  and 
conafort . 


To  Help  Patient  Out  of  Bed  to  Chair 


1.  Sit  patient  on  side  of  bed  as  above. 

2.  Note  pulse  rate  and  any  untoward  reactions  to  change 

of  position. 

3.  Place  chair  in  close  proximity  of  bed. 

4.  Put  bathrobe  and  sHppers  on  patient. 

5.  Place  hands  under  each  of  patient's  axilla. 

6.  Have  patient  put  hie  hands  on  your  shoulders. 

7.  Allow  patient  to  alide  off  b<?!d  and  stand  on  floor. 

8.  Pivot  with  patier.t  and  support  him  as  he  sits  dovm 

in  chair. 


Note:  Remember  to  bend  at  the  hips  and  flex  your  knees 
rather  than  bend  at  the  waist. 


To  Move  a  Patient  from  the  Bed  to  a  Stretcher 


1.    Three-man  carry: 

a.  Stretcher  is  at  right  angle  to  foot  of  bed.  Wheels 

locked. 

b.  First  man  places  one  arm  under  patient's 

shoulders,  supporting  hc^M,d  on  crook  of  arm  with 
other  arm  under  patient's  back, 
c*    Second  man  in  center  places  arms  under  patient's 
back  and  thighs. 

Third  man  places  arm  under  thighs  and  one  arm 
under  lower  legs, 
e^    At  a  signal  from  first  man,  patient  is  moved  to 
side  of  bed. 
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POSTURE  AND  BODY  MECHANICS  (Continued) 
To  Move  a  Patient  from  the  Bed  to  a  Stretcher  (Continued) 
.1. 

f.  All  men  flex  Icnees^  forearms  parallel  to 

mattress  and  at  given  signal; raise  the 
patient,  rolling  him  toward  their  bodies. 

g.  Moving  together,  all  three  men  walk  f  ^  stretcher 

and  lower  patient  onto  stretcher. 

2.    Same  procedure  majr  be  used  to  move  a  patient  from 
stretcher  to  bed. 

POINTS  TO  EMPHASIZE 

1«    Tell  the  patient  exactly  what  is  to  be  done  and  bow 
he  may  help. 

2.  Be  sure  wheels  of  bed  ore  locked. 

3.  Fold  all  bedding  and  clothing  so  patient  will  not  be 
hampered  by  them  and  yet  not  be  exposed. 

4.  Alwayc  face  in  the  direction  toward  which  the  patient 

is  to  be  moved. 

5.  Stand  with  feet  apart,  one  foot  in  front  of  the  other. 

6.  Tense  abc^ominal  muscle S|  flex  knees,  bend  from 

the  hips  and  keep  the  back  straight* 

7.  Give  most  support  to  heaviest  part  of  patient.  Obtain 
help  when  moving  a  heavy  or  xmmanageable  patient. 

8.  Always  slide  rather  than  lift  patient  whenever 

possible. 

ADDITIONAL  INFOitMATION  FOR  THIS  ACTIVIT Y 


67 


BODY  POSITIONS  OF  THE  BED  PATIENT 

PURPOSE 

To  maintain  correct  body  alignment  while  confined 
to  bed* 

EQUIPMENT 

Pillows 
Foot  Board 
Covered  sand  bags 
Rolled  towel 

PROCEDURE 

1.  SUPINE 

a.  Place  patient  flat  on  back  with  head>  neck,  and 

lege  straight. 

b.  Feet  should  be  braced  against  a  foot  board  with 

toes  pointed  upward. 

c.  Heels  should  be  positioned  over  the  space 

between  the  mattress  and  the  foot  board. 

d.  The  arms  and  legs  may  be  supported  with 
pillows  and  rolls  as  needed. 

2.  PRONE 

a.  Remove  piUow  and  assist  patient  to  turn  on 

abdomen  with  head  turned  to  one  side. 

b.  Place  arms  above  head  or  along  side  of  body. 

c.  Place  a  flat  pillow  under  the  patient's  abdomen 

for  comfort.    Be  sure  that  the  toes  are 
suspended  over  the  end  of  the  mattress. 

d.  Use  a  large  pillow  under  the  legs  to  prevent 
toes  from  touching  mattress. 
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BODY  POSITIONS  OF  THE  BED  PATIENT  (Continueg) 


PR0»3EDURE  (Continued) 

3.  SIMS 

a.  Place  patient  on  left  side  v^ith  pillow  under  head. 

b.  Left  arm  behind  body  or  any  other  position  com- 
fortable to  patient. 

c.  Flex  the  right  knee  and  slightly  flex  the  left  knee. 

d.  Place  pillow  under  the  right  knee  and  under  right 
arm. 

e.  To  place  patient  on  right  side,  reverse  procedure. 

4.  FOWLERS 

a.  Elevate  head  of  bed  to  desired  position. 

(1)  Low  Fowlers — 30  degree  angle. 

(2)  Semi-Fowlers — 60  degree  angle. 

(3)  High  Fov/lers — 90  degree  angle. 

Allow  pillow  to  remain  under  the  patient's 
head. 

b.  Elevate  knee  gatch  to  comfortable  height,  unless 
contraindicated.    A  rolled  pillow  may  be  used  for 
support  in  lieu  of  gatch. 

c.  Place  footboard  between  mattress  and  foot  of  bed. 

d.  A  rolled  pillow  may  be  placed  between  footboard 
and  patient's  feet  for  comfort. 

e.  Support  arms  with  extra  pillows  if  desired. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERiC  69 


r  I, 

/ 
/ 


72 


ERIC 


RECORDING  NURSING  NOTES 


PURPOSE 

To  provide  a  clear,  concise  record  of  the  patient's 
condition  and  progress  throughout  each  twenty-four 
hour  period. 

EQliTPMENT 

Pen  with  black  or  blue-^black  ink 
Nursing  Notes,  Standard  Form  510 
Addressograph  plate 

PROCEDURE 

1.  Identifying  information 

a.  Stamp  name,  rate,  etc.  using  addressograph 
plate  in  appropriate  space  at  the  bottom  of 
the  SF  510. 

b.  When  additional  Nursing  Notes,   (SF  510),  are 
required,  insert  in  chronological  order  in  back 
of  completed  Nursing  Notes ,   (SF  510)  and  enter 
identifying  information  on  each  form. 

2 .  Date  and  time 

a.  Enter  the  date  at  midnight  and  at  the  beginning 
of  each  new  page. 

b.  Include  hour  with  each  new  entry. 

c.  Enter  date  and  time  of  admission,  and  date  and 
hour  of  discharge. 

3.  Entries  in  Observation  Column 
a.  Quality 

(1)  All  entries  must  be  factual. 

(2)  Each  line  of  the  observation  section  should 
be  used. 

(3)  All  entries  should  be  clear  and  concise. 

(4)  All  recording  wust  be  either  legibly  writ- 
ten or  printed.  Signature  must  be  written 
and  must  include  rate  or  rank. 

(5)  Abbreviations  used  must  be  limited  to 
those  listed  in  this  manual. 

(6)  Each  entry  must  be  signed;  if  the  same  per- 
son has  made  several  consecutive  entries, 
only  one  signature  is  required. 


RECORDING  NURSING  NOTES  (Continued) 


(Continued) 

b»  Content 

(1)  Observations 

TaT  Objective  Symptoms 

1^,  Reaction  to  medication  and  treatment. 

Changes  in  patient's  physical  and  mental 
^  condition, 
(b)  Subjective  Symptoms 

1.  Record  patient's  complaints  in  his  own 
words r  using  quotations. 

2.  When  interpreting  subjective  symptoms, 
qualify  statement  by  "appears",  "seems", 
etc . 

(2)  Nursing  Procedures  and  Measures 
(a)  Describe  all  nursing  care. 

1^.  Nursing  care  administered  and  reaction 

"    of  the  patient  to  the  care. 

2m  Special  nursing  measures  such  as  alcohol 

sponge  baths,  special  oral  care,  forcing 

of  fluids ,  etc . 
3^,  Specific  nursing  measures  taken  to  pro- 

tect  patient  and  his  property,  such  as 

application  of  restraints  and  securing 

of  valuables. 

(3)  Medication,  Treatments  and  Diets 

(a)  Single  order  for  medication  and/or  treat- 
ment. 

1.  All  medications  are  charted  on  the 

"    Medication  Administration  Record,  in- 
cluding intravenous  piggy-back  medica- 
tions contained  in  100  no  of  infusion. 
Intravenous  infusion  cotitalning  additive 
medications  in  total  solution  are  recorded 
on  the  Nursing  Notes. 

2.  Record  patient's  response  to  adJRiinistered 
drugs,  such  as  analgesics,  tranquilizers, 
sedatives,  anti-coagulants,  antibiotics* 

3i*  Record  time  treatment  administered;  type 
of  treatment;  if  solution  used,  the  amount 
and  patient's  response  to  the  treatment. 
Record  signature  at  end  of  note. 
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RECORDING  NURSING  NOTES  (Continued) 


PROCEDURE  (Continued) 
3.  b.  ;3) 

(b)  Repeated  or  Running  Order  for  diet 

or  treatment. 

Chart  all  medications  on  the 
Medication  Administration  Record 
except  those  added  to  long  term 
intravenous  infusions ^  such  as 
KCL  and  Berocea  C. 

2^.  Record,  first  time  of  day  given: 
name  or  diet,  or  type  of  treat- 
ment -  manner  of  administration, 
as  applicable  -  a  listing  of  the 
hours  to  be  given  in  the  24-hour 
period • 

2*  If  given  at  scheduled  hours,  draw  a 
diagonal  line  through  the  hour  and 
place  initial  above. 

£.  If  not  given  at  scheduled  hours, 
circle  and  initial  hour.  Record 
reason  for  omission  in  body  of  notes 
at  appropriate  hour. 

5^.  If  discontinued,  encircle  hours,  ini- 
tial each,  and  enter  "DC"  at  end  of 
line. 

(4)  Tests  and  Examinations 

(a)  All  examinations,  laboratory  tests  and 
diagnostic  measures  must  be  recorded  in 
the  observation  column  when  they  are 
accomr lished. 

(b)  Record  the  details  of  any  test  or  examina- 
tion performed  and  the  response  of  the  pa- 
tient to  it. 

(5)  Special  reports  made  on  a  patient 

(a)  If  an  accident  or  unusual  happening  occurs 
to  a  patient,  record  the  time  and  how  the 
event  occurred,  the  effect  on  the  poitient, 
when  notification  of  proper  authorities 
was  accomplished,  and  the  time  of  examina- 
tion by  the  physician.     Record  when  a  special 
report,  such  as  "Accident  Report"  was  com- 
pleted and  where  it  was  sent. 

(b)  If  patient  is  placed  on  Serious  List  or  Very 
Serious  List,  record  time  patient  is  placed 
on  list,  whether  next  of  kin  was  present  at 
bedside,  whether  the  list  was  completed  and 
forwarded  tc  proper  departments. 
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RECORDING  NURSING  NOTES  (Continued) 


PROCEDURE  (Continued) 
3.b. 

(6)  Visits  of  Medical  officers  and  others. 

(a)  Any  visit  of  ward  medical  officer 

or  any  other  medical  or  dental  officer , 
other  than  at  the  routine  ward  rounds, 
must  be  noted  and  the  time  recorded. 

(b)  Any  visit  of  chaplain  other  than  a 
routine  ward  visit  should  be  noted  and 
the  time  recorded. 

(1)  Administration  of  religious  rites 
to  a  patient  must  be  noted  along 
with  the  time  administered  and  by 
whom  they  were  given. 

(c)  Visits  from  others  such  as  occupational 
therapist r  physical  therapist,  dietitian, 
etc.  should  be  noted. 

(d)  Personal  visitors  when  significant  (i.e. 
withdrawn  patients  or  very  seriously  ill 
patients)  should  be  noted  and  the  patient's 
reaction  to  the  visit. 

(7)  Absence  of  patient  from  the  ward 

(a)  Note  time  of  departure  and  return  of  patient: 

1.  When  taken  to  another  ward  or  department 
^    for  special  tests  or  examination. 

2.  When  on  authorized  leave  or  liberty. 
When  on  unauthorized  absence  from  ward. 

POINTS  TO  EMPHASIZE 

1.  All  nursing  measures  and  treatments  are  charted  after 
they  are  given. 

2.  Chart  the  diet  as  a  single  entry  if  the  patient's 
reaction  is  of  meaningful  nature  in  determining  prog  - 
nosls. 

3.  Use  only  accepted  abbreviations. 

4.  When  an  error  is  made,  draw  a  straight  line  through 
the  error  and  write  "ERT<OR"  above  line.    If  for  any 
reason  a  page  mu6t  be  copied,  it  must  be  marked 
"COPY"  and  the  original  is  retained  in  the  chart. 
No  erasures  are  permitted.     In  either  case,  signa- 
ture of  person  making  correctiofA  is  required. 


76 


RECORDING  NURSING  NOTES  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TRANSCRIPTION OF  DOCTOR'S  ORDEKS 


PURPOSE 

To  ensure  that  the  right  patient  receives  the  pre- 
scribed medication,  treatments  and  tests. 

EQUIPMENT 

Nursing  Care  Plan  I,  NavMed  6550/1 

White  Medication  and  Treatment  cards,  NavMed  6550/4 
Colored  Medication  and  Treatment  cards  -  PRN 

NavMed  6550/5 
Medication  and  Treatment  board 
Standard  Form  508,  Doctor's  Orders 
Appropriate  Standard  Forms 

PROCEDURE 

1.  Read  order  carefully  and  inquire  if  any  doubt 
exists  as  to  meaning  or  clarity  of  order. 

2.  If  medication  is  ordered: 

a.  For  each  stat,  preoperative,  or  single  dose 
medication: 

•il)  Completely  fill  in  white  medication  and/or 
treatment  card  (NavMed  6550/4)  in  the  fol- 
lowing order: 

(a)  Last  name,  first  name  and  middle  initial. 

(b)  Type  of  medication  ordered  and  route  of 
admi  ni  s tr ation . 

(c)  Dosage. 

(d)  Date  and  time  started. 

(e)  Date  and  time  to  be  discontinued,  if  so 
ordered.  . 

(f)  Frequency  and  hours  of  administration. 

(g)  Transcriber  places  his  initials  on  upper 
right  hand  corner  of  medication  card. 

(2)  Sign  your  full  signature,  grade/rate,  date,  and 
hour  j.n  appropriate  column  of  Doctor's  Orders 
(SF  508)  for  each  individual  order  that  has 
been  transferred  and  carried  out.     In  a  series 
of  orders,  initial  each  order  as  it  is  tran- 
scribed and  record  full  signature,  grade/rate, 
date,  and  hour  at  couple tion  of  series. 

(3)  Place  completed  NavMed  6550/4  on  medication 
board  at  the  ho^ur  when  treatment  is  due. 
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TRANSCRIPTION  OF  DOCTOR'S  ORDERS  (Continued) 


PROCEDURE  (Continued) 
2. 

b.  For  each  PRN  medication: 

(1)  Conpletely  fill  in  colored  Medication  and 
Treatment  Card  (NavMed  6550/5)  in  the  fol- 
lowing order: 

(a)  Last  name,  first  name,  middle  initial. 

(b)  Medication  and  route  of  administration. 

(c)  Dosage. 

(d)  Date  started. 

(e)  Date  to  be  discontinued. 

(f )  Frequency  medication  may  be  safely 
given. 

(g)  Transcriber  places  his  initials  on  upper 
right  hand  corner  of  medication  card. 

(2)  Transcribe  PRN  medication  onto  Nursing  Care 
Plan  I   (NavMed  6550/1)  and  Medication  Adminis- 
tration Record. 

(3)  Sign  your  full  signature,  grade/rate,  date  and 
hour  in  appropriate  column  of  Doctor's  Orders 
(SF  508)  or  your  initial  if  part  of  a  series  of 
orderr . 

(4)  Place  cards  on  board  corresponding  to  hour  when 
medication  may  be  safely  repeated,  or  on  the 
PRl^  space. 

3.  If  treatment  or  tests  are  ordered  and: 

a.  Must  be  carried  out  in  another  department  - 

(1)  Complete  appropriate  chits  (blood,  consulta- 
tion, etc.)  and  send  l:o  appropriate  department* 

(2)  Sign  your  full  signature,  grade/rate,  date,  and 
hour  in  appropriate  column  of  Doctor's  Orders 
(SF  508)   indicating  that  chits  have  been  made 
out.  In  a  series  of  orders.  Initial  each  or- 
der and  use  full  signature  only  at  completion 
of  series. 

(3)  Transcribe  the  treatment  or  test  to  the  Nursing 
Care  Plan  I  (NavMed  6550/1) . 

b.  Must  be  carried  out  on  the  nursing  unit  - 
(1)  For  recurring  treatments  and  tests: 

(a)  Completely  fill  in  a  white  Medication  and 
Treatment  Card  (NavMed  6550/4)  in  the  fol- 
lowing order: 
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TRANSCRIPTION  OF  DOCTOR'S  ORDERS  (Continued) 


PROCEDURE  (Continued) 
3.b*(l)  (a) 

1.  Name  -  last,  first  and  middle  initial. 
2*  Type  of  treatment  or  test  ordered. 

Date  and  time  started. 
T.  Date  and  time  to  be  discontinued,  if 
"    so  ordered. 

5.  Frequency  and  hour  of  administration. 
5.  Transcriber  places  his  initials  on  up- 
"    per  right  hand  corner  of  medication 
card. 

(b)  Sign  your  full  signature,  grade/rate,  date, 
and  time  in  appropriate  column  of  Doctor's 
Orders  (SF  508)  for  each  individual  treat- 
ment or  test  order  that  has  been  transcrib- 
ed. In  a  series  of  orders,   inital  each  or- 
der as  it  is  transcribed  and  record  full 
signature,  grade/rate,  date,  and  time  of  com- 
pletion of  series. 

(c)  Place  Medication  and  Treatment  card  (NavMed 
6550/4)  on  medication  board  at  the  hour  when 
treatment  or  test  is  due. 

(d)  Transcribe  the  treatment  or  test  on  to  the 
Nursing  Care  Plan  I   (NavMed  6550/1) . 

(2)  For  PRN  treatments  or  tests: 

(a)  Completely  fill  in  colored  Medication  and 
Treatment  card  (NavMed  6550/5)  in  the  fol- 
lowing order: 

1.  Name  -  last,  first  and  middle  initial. 

2.  Type  of  treatment  or  test  ordered, 
Date  and  time  ordered. 

T.  Date  and  time  to  be  discontinued. 

^.  Frequency  the  treatment  may  be  safely 
administered. 

£.  Transcriber  places  his  initials  on  up- 
per right  hand  corner  of  medication  card. 

(b)  Sign  your  full  signature,  grade/rate,  date, 
and  hour  in  the  appropriate  coliimn  of  the 
Doctor's  Orders  (SF  508)  for  each  individ- 
ual treatment  or  test  order  that  has  bef-n 
transcribed..     In  a  series  of  orders,  ini- 
tial each  order  as  it  is  transcribed  and 
record  full  signature ,  grade/rate ,  date, 
and  hour  at  completion  of  series. 

(c)  Place  Medication  and  Treatment  card  (NavMed 
6550/5)  on  medication/ treatment  board  at 
hour  when  the  treatment  may  be  safely  re- 
peated or  on  the  PRN  space. 
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TRANSCRIPTION  OF  DOCTOR'S  ORDERS  (Continued) 


PROCEDURE  (Continued) 

3.  b,  (2) 

<d)  Transcribe  the  treatment  or  test  on  to 
the  Nursing  Care  Plan  I  (NavMed  6550/1) . 

4.  All  Stat  or  emergency  medications ,  treatments  and 
tests  are  carried  out  immediately  after  interpreting 
the  order.    When  the  procedure  is  completed,  place 
your  full  signatxire,  grade/rate,  date,  and  hour  in 
the  appropriate  colvimn  of  the  Doctor's  Orders  (SF 
508)  indicating  that  it  has  been  carried  out.  De* 
stroy  Medication  and  Treatment  card  (NavMed  6550/4) 
after  charting  on  Nursing  Notes  (SF  510). 

POINTS  TO  EMPHASIZE 

1.  Check  spelling  of  patient's  name. 

2.  If  finable  to  read  order  easily  or  if  the  dosage 
is  questionable,  check  with  doctor. 

3.  Check  completed  card  with  doctor's  order  before 
placing  on  medication  board. 

4.  Orders  transcribed  by  nonprofessional  personnel 
are  to  be  checked  and  countersigned  by  a  registered 
nurse. 

5.  Enter  the  date  and  hour  beside  your  signature  on  the 
Doctor's  Orders  (SF  508). 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ROUTINE  MEDICATION  CARD 


INITIALS  OF  TRANSCRIBER 


LAST  NAME,  FIRST  NAME, 
\mDLE  INITIAL 

COMMON  NAME  REQUIRES 
MIDDLE  NAME,  OTHERWISE, 
WRITE  INITIAL. 

MEDICATION 


DOSE  AND  ROUTE  OF 
ADMINISTRATION 


TIME,  DATE  TO  BE  STARTED  & 
DC'd    -   USE  PENCIL  FOR  DC 
TIME  AND  DATE.    DC  LEFT 
BLANK  IF  INDEFINITE 

FREQUENCY  AND  HOURS  OF 
ADMINISTRATION 


MEDICATION  AND  TREATMENT  CARD 
NAVMED  6550/4  (4-66) 


NAME 


MEDICATION 


DOSE 

-250  /m^. 

P.O. 

START  iSiOO 

DC  O^OO 

/6  1175 

1^  1973 

HOURS 
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PRE-OP  MEDICATION  CARD 


INITIALS  OF  TRANSCRIBER 

MEDICATION  AND  TREATMENT  CARD 
NAVMED  6550/4  (4-66) 

LAST  NAME,  FIRST  NAME, 
MIDDLE  INITIAL 

NAME 

P0WN5,  :JUuu-  g. 

MEDICATION 

MEDICATION 

DOSE  AND  ROUTE  OF 
ADMINISTRATION 

DOSE 

OM 

/ma. 
^  /.Al. 

TIME  AND  DATE  TO  BE 
STARTED,  DC'd 

START 

DC 

FREQUENCY  AND  TIME  OF 
ADMINISTRATION 

HOURS 

on.  cjJi 

ERIC 


PRN  MEDICATION  CARD 


THIS  CARD  IS  YELLOW 


INiriALS  OF  TRANSCRIBER 


LAST  NAME,  FIRST  NAME, 
MIDDLE  INITIAL 


MEDICATION 


DOSE  AND  ROUTE  OF 
MEDICATION 


TIME  AND  DATE  TO  BE  STAR- 
TED,   DC  UNLESS  ORDER 
RENEWED  BY  DOCTOR 


FREQUENCY  OF 
ADMINISTRATION 


MEDICATION  AND  TREATMENT  CARD 
NAVMED  6550/4  (4-66) 


NAME 


POBBS,  jmu.  f. 


MEDICATION 


DOSE 


IS 


START 

DC 

/6  (^ML.  mi 

HOURS  s 
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RECORDING  INTAKE  AND  OUTPUT 


PURPOSE 

To  keep  an  acc;:r^Lte  account  of  the  patient's  total 
intake  and  output. 

EQUIPMENT 

Pencil  or  pen 

DD  Form  7? 2,  Intake  and  Output  Sheet 
Equipment  for  measuring  intake  and  output 
"Intake  and  Output sign 

PROCEDURE 

1.  Insert  identifying  data  in  lower  left  corner  of  DD 

Form  792,  using  addressograph  plate. 
2«  Fill  in  date  and  total  number  of  hours  covered  in 

upper  right  corner. 

3.  Explain  procedure  and  its  importance  to  patient. 

4.  Place  "Intake  and  Output"  sign  on  bed. 

5.  Place  intake  and  output  form  and  pencil  at  bedside« 

6.  Record  time  and  amount  of  all  intake  under  proper 
heading : 

a.  Fluids  by  mouth. 

b.  Parenteral  fluids. 

7.  Record  time  and  amount  of  all  output  under  proper 
heading: 

a.  Urine. 

b.  Drainage. 
c>  Emesis. 
d.  Stool. 

B..  Empty,  measure  and  record  contents  of  all  drainage 

bottles  at  designated  time. 
9.  Total  all  intake  and  output  at  designated  time. 

Record  totals  on  Nursing  Notes  (SF  510)  and/or  T.P.R. 

sheet  (SF  511)  as  directed  by  local  procedure. 

10.  Start  now  form  at  designated  time. 

11.  DD-792  Forms  should  be  discarded  after  discharge 
of  patient. 
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RECORDING  INTAKE  AND  OUTPUT  (Continued) 


POINTS  TO  EMPHASIZE 

1*  If  intake  is  by  tube,  add  (T)  after  entry. 

2.  If  urinai-y  output  is  by  catheter  add  (C)  after 
entry • 

3.  When  parenteral  fluid  is  being  administered,  in- 
clude amount  started  initially  under  ''intake" 
column;  record  only  the  amount  actually  received 


4.  Upon  con^letion  of  24  hour  intake,  enter  eJ:>sorbed 
amount  of  current  intravenous  infusion  in  amoxint 
column  of  Intake  and  Output  Sheet  being  totaled # 
Enter  type  and  ainount  of  solution  remaining  in 
current  infusion  in  Intake  Colurnn  of  new  form. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


in  the  amount 


ERIC 
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SAMPLE 


NURSING  SERVICE  T^^.HTY-FOUR  HOUR  FATIENT  INTAKE  ANt.  OUTPUT  WORKSHEET 


*  iVTAKC  CQUIVAUiiTS 

MEDICINE  GLASS  (i  mt.)  30 

SMALL  FRUIT  CUP  1?0 

COFFEE  CUP  120 

LAtWE  COFFEE  MUG  190 


HALF  PINT  MllK  

LAVTGE  SOUP  BOWL... 
LAfTGE  WATER  GLASS. 
CHINA  PITCHER  


.2«0 
,2*0 
.?«0 
.«80 


INTAKE* 

ouw, 

MOUR 

BT  MOUTH 

Star*  tfp9  •#  /IvJrf  ft  i/  bf  tMb«  mid  (T) 

AtfOtfNT 
fee) 

laim 

VII.  NC 

It        C4th«t«r  (C> 

AnOUNT 

<■««> 

out? 

/'  J     ^  ^ A  i  ^ 

i/3C 

MPPLE.  TUlCf- 

fSro 

Cl.t'Aff  HKOtH 

(oO 

AM  fife 

/•JO 

AMf\b.R  (CI 

'7JIC 

iTfC'O 

,   ^  >J  i_5   iS  .-^.^ i 

APPLH  Tu/r^h 

SB-  

2  2/)/) 



<  

DRA INA6C 

enesis 

SHU^ds  OP  mucus 

tNTRAVEMOuS.   SUBCUTAMtOtiS ,  CLTSI&  (Spmaity) 

STOOLS  fC*«rac(«r.  cslar) 

Z7/^'  ^^^9 

H-OO 

IQOQ 

10  00 

LACTATE  (iaoocj.) 

1000 

MAM  Tora  strm  re«> 

mm  TOTAL  oenm  c<a) 

USE  ADDRESSOGRAPH  PLATE 

INSmCTIOIB 

8fAc«  to  Ult  it  (or  McbMlcal  i^rriitlif, 
if  •••d.    If  tf^M  or  UftdvrlttM,  mt^r  tk« 
lolloviif: 

PATIUr  8  LAST  MAMI,  fllST  MARI,  mODll  KAMI; 

IICISTll  NOMMt;  VAID  NDIfin; 

NAM  or  HOSPITAL  01  OTIII  IBDICAL  PAGILITT. 

D*TC 


vonRi 


TOTAl  NUMCR  NOUNS  COVERCO 


DD 


I  tip  4« 


792 


oi 02  007  aaoc 
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tfO  tMItt 


VISIBLE  FILE  SYSTEM  AND  RELATED  NURSING  ADMINISTRATIVE 
  RECORD  AND  AIDS 


VISIBLE  FILE 


PURPOSE 

To  provide  immediate  information  cc?ncerning  patient's 
care,  condition  and  location  on  ward, 

EQUIPMENT 

Visible  File 

Nursing  Care  Plan  I,  NavMed  6550/1 
Nursing  Care  PJan  II,  NavMed  6550/lA 
Red  and  Blue  Index  tabs 

PROCEDURE 

1.  File  Nursing  Care  Plan  I  (NavMed  6550/1)  in  the  lower 
pocket  of  the  Visible  File, 

2.  File  the  Nursing  Care  Plan  II   (NavMed  6550/lA)  in  the 
upper  pocket  of  the  Visible  File  (if  applicable) • 

3.  Place  a  red  signal  tab  to  left  of  center  in  pocket 
overlaying  the  Nursing  Care  Plan  I  (NavMed  6550/1) 

on  those  patients  who  have  been  placed  on  the  Serious 
List*  Place  two  red  tabs  if  patient  is  on  Very  Serious 
List.  I 

4.  Place  a  blue  signal  tab  to  left  of  center  in  pocket 
overlaying  the  Nursing  Care  Plan  I  (NavMed  6550/1)  on 
those  patients  who  are  on  leave  or  liberty, 

5.  Record  location  of  patient  in  space  labelled  "Bed 
Numbler"  on  far  left  lower  section  of  Nursing  Care 
Plan  I   (NavMed  6550/1). 

6.  The  Visible  File  is  kept  at  the  desk  in  the  Nurses' 
Station. 

7.  Admission  Foi:Tns   (NavMed  6300/5)  may  be  filed  alphabeti- 
cally in  separate  Visible  File  according  to  local  policy. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


^9 
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VISIBLE  FILE 


NURSING  CARE 

PLAN  II 
NAVMED  6550/1A^ 


RED  TAB 
1  SL  2  VSL 


BLUE  TAB 
LIBERTY 


NORMAL  POSITION 
FOR  ORANGE 
SLIDE  SIGNALS 


IT- 


NURSING  CARE 

PLAN  I 
NAVMED  6550/'( 
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ORANGE  SLIDE 
SIGNAL  PULLED  TO 
ALERT  POSITION 


INSTRUCTIONS  FOR  NURSING  ASSESSMENT 


PURPOSE 

To  serve  as  a  guide  for  obtaining  the  data  neces- 
sary for  planning  the  patient's  care. 

EQUIPMENT 

Nursing  Assessment,  NavMed  655  0,.  -lI 
Nursing  Care  Plan  I,  NavMed  6f50/l 
Nursing  Care  Plan  II,  NavMed  6550/lA 
Patient's  Clinical  Record 

Inpatient  Admission/Disposition  Record^  Navi^ed  6300/5 

Clip  Board 

Pen 

PROCEDURE 

1.  Conplete  as  many  questions  as  possible  from  the 
patient's  Admission  Form  (NavMed  6300/5) 
Clinical  Record.     Use  addressograpi  plw^te  on  bot- 
tom left  of  page  3. 

2.  Place  Nursing  Assessment  (NavMed  6550/11)  on  clip 
board . 

3.  Interview  process; 

a.  Explain  to  the  patient  that  the  purpose  of  this 
interview  is  to  help  both  of  you  to  become  bet- 
ter acquainted  and  to  plan  his  care<. 

b.  Create  a  quiet  and  friendly  atnosphere. 

c.  Record  information  after  sufficient  dialogue. 

(1)  Use  quotations  to  express  patient's  feelings 
when  indicated. 

(2)  Use  short,  pertinent  phraf;es  wheia  recording 
patient's  responses. 

d.  Record  observations  and  nursing  evalaation  away 
from  patient's  unit. 

4.  Develop  Nursing  Care  Plan  I  (NavMed  6550/1)  and 
Nursing  Care  Plan  II  (NavMed  6550/lA),  if  applicable. 

5.  Place  Nursing  Assessment  (NavMed  6550/11)  in  chart 
as  directed  by  hospital  policy. 

6.  Record  on  Nursing  Care  Plan  I  (NavMed  6550/1)  that 
assessment  was  completed,  date,  and  iiriitial.  Also 
record  date  and  time  of  assessment  oa  Nursing  Notes 
(SF  510). 

POINTS  TO  EMPHASIZE 

1.  Tell  patient  that  the  purpose  of  the  interview  is 
to  help  the  nursing  staff  plan  his  care. 

2.  The  Nursing  Assessment  is  only  a  guide  for  obtaining 
information.  A  patient's  response  ma^  indicate  other 
questions  which  should  be  asked. 

3.  Attention  must  be  given  to  timing,  privacy,  and  a 
sense  of  caring. 
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NURSING  ASSESSMENT  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

4.  Only  complete  and  meaningful  information  will  re- 
sult in  cv  realistic  and  beneficial  Care  Plan. 

5.  Inaccurate  information  c^.n  create  more  problems 
than  no  communication  p/c  all. 

6.  If  the  patient  is  unable  to  provide  information^ 
indicate  name  and  relationship  of  informant. 

7.  The  patient's  responses  to  questions  concerning  his 
knowledge  of  the  illness/injury  will  aid  in 
determining  needs  and  discharge  objectives. 

8.  If  patient  has  medications  in  his  possession,  they 
must  be  secured  according  to  local  policy.  If  the 
physician  allows  patient  to  continue  using  her  ov;n 
medication,  such  as  birth  control  pills,  a  written 
order  is  required. 

9.  Allergies  are  not  restricted  to  drugs.  The  purpose 
of  documenting  all  allergies  is  to  alert  other  ser- 
vices providing  patient  care,  such  as  Food  Service, 
Operating  Room,  and  Radiology  departments. 

10.  Knowledge  of  patient's  reactions  to  past  hospitaliza^ 
tion  experiences  will  aid  in  planning  care  that  will 
promote  comfcrt  and  prevent  psychological  trauma. 

11.  When I  discussing  valuables  with  patient,  follow  local 
hospital  policy  i;a  providing  for  their  safe  dispo- 
sition. 

12.  The  patient *s  activities  of  daily  living,  such  as  eat- 
ing habits  and  sleeping  patterns,  will  help  identify 
problems  he  may  have  in  adjusting  to  his  illness. 

13.  When  discussing  visitors  with  patient,  reinforce  local 
policy  governing  hours  and  numbers,  if  indicated.  If 
patient  does  not  expect  visitors,  provide  for  diver- 
sional  activities  in  developing  Nursing  Care  Plan, 
when  applicable. 

14.  The  patient  may  desire  someone  other  than  next  of  kin 
notified  in  an  emergency;  however,  this  does  not  change 
official  information  used  by  Patient  Affairs. 

15.  Allow  patient  to  ask  questions  before  terminating  inter- 
view. List  those  inquiries  that  indica^.e  needs  or  pro- 
blems requiring  nursing  actions. 

16.  Evaluation  of  patient  upon  completion  of  Nursing  Assess- 
ment will  help  the  nurse  determine  whether  the  modified 
Care  Plan  I  is  sufficient  or  whether  the  more  individ- 
ualized Caore  Plan  II  should  be  used.    Discharge  ob- 
jectives should  be  formulated  and  written  at  this  time. 
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NAVMED  6550/11  (5-73) 


SAMPLE 
NURSING  ASSESSMENT 


(Please  explain  to  the  patient  that  the  purpose  of  this  interview  is  to  help  both  of  you  to  become  better 
acquainted  and  to  help  the  nursing  staff  assist  his  doctor  in  providing  the  best  treatment  possible.) 

PAT! FNT^c;  NAME    ZTMM^S  f?.  0/CI<i=N<^  GRADE/RATE/STATUS  AGE^^ 

DATE  OF  ADMISSION    WJ^J?/7J       niAfiNQSIS    LEP^T  Tfit^L/ J/i/iL  H^Rfim  

MODE  OF  ADMISSION:  AMBULATORY_l/_ WHEELCHAIR   GURNEY  


ASSESSMENT  INFORMANT  NAME . 
(If  other  than  patient) 


RELATIONSHIP 


ASSgSSMgNT  OBTAINED  BY  71,  )^  jUxJ^ru      LTSG   HC  U^i^^  HATg 
1.  How  long  has  patient  been  itl  or  injured?. 

What  does  patient  know  about  his  illness?  i^^^^  £t'^3rr\^^.^  ^>-t^ ^^.^rt^^^J^L^-^ ^^^^ 


2.  Is  patient  taking  any  medications  now?  If  yes,  what?_ 


Any  medications  with  him?  Yes   No  \/ 

If  yes,  what?  ,  

Disposition  


3.  Is  patient  allergic  to  anything  (drugs,  foods,  pollens,  etc.)?^   If  yes, 

what?     ^LcL^JUi^j-^  ^T^^Lft^  \  

4.  Has  patient  been  in  a  hospital  before?     Yes  No   i/^  If  yes,  what  nursing  activities  were 

Helpful  :  \  

Bothered  him    

5.  The  patient  is:     Right  handed    Left  handed  

6.  What  does  patient  plan  to  do  with  valuables?  '^'^^o^^^^        ^^^^^  ^.^l^^  jCA^.^f.^^'^^^ 


92A 


NAVMED  6550/11  (5-73) 


SAMPLE 
NURSING  ASSESSMENT 


7.  Does  the  patient  have:  (Circle  those  with  him) 


Cane,  crutches   splint,  type  . — 

Dentures    Prothesis,  type . 

Glasses  "   Other,  specify  « 

Hearing  Aid 


^  (^Contact  Lenses3 

  Wig 


a    HABITS  OF  DAILY  LIVING: 


What  are  patient's  eating  habits?  3  ^^u.j^  ^,.»>t>tc^a^^^  ^ 
Food  dislikes. 


Fluid  preferences  or  dislikes  _^^fi?23«&- 


Any  dietary  restrictions? 


Sleep  habits:    Redtinifi  _^^00       yxr^xr^  /^f  ^  -  7  Up  at  night —22:5-. 

Why  How  often  

Number  of  pillows  ^  


Bathing  preference:     Tub  Shnw^y  t/ 

Defecation:     Frequency       ^^^t^^   Time  of  day—^^-^. 

Irregularities  y^^S-nJt^ 


Laxative    7^        What  kind  

Urinary:   Explain  any  irregularities  ^ 


Does  patient  need  assistance  in  his  habits  of  daily  living:.   1_  Explain: 

9.  Does  patient  have  any  spi  cial  interests,  hobbies^  or  pastimes?  /^tK'-^  ^^^^^^^i^^^^^^^^y^  

 .  

10.  Does  patient  have:  Where 


,  Lacerations,  abrasions 
.  Open  wounds,  new  incisions 
.  Bruises 
,  Bed  sores 


^  SkJn resh/blisters  Aa^iTf^P   L^fiT  t4iiHn  /4^ALtNi^  tAJi^i  j 

 Dry  skin   1   *  '   


Other 
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SAMPLE 

NAVMEL  6550/1 1  (5*73)  NURSING  ASSESSMENT 

1 1  Will  patient  be  expecting  visitors?  _ 


T,2.  Who  would  patient  like  notified  In  an  emergency,  if  other  than  next  of  kin? 

NAME   Telephone  No, 

ADDRESS  


13.  Education  and  work: 

What  has  patient's  schooling  v^f^rO    ^?'^2^uq^^xr^  ^;^^^2^x>e^  

/I     /     ^  ^ 
What  is  his  job?       ^UyLHjt  ^.<m^.z>^^>T^  

14.  Questions  patient  asked?   "^irAyt^  jL.^ — ^  ^  ^a^c^^^lg^q^L^^ 


NURSING  O^ERVATIONS 

Did  patient  comprehend  during  interview?      /Jx^   If  no,  explain 


Does  patient  have  a:                                                 If  so,  describe 
,  Speech  impediment  ^  


Hearing  difficulty . 
 Language  banrter^ 


Vision  pifoblem  '^t/^igt><£<>^ 

Motor  function  impairment  


ADDITIONAL  OBSERVATIONS  OR  REMARKS 
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NURSING  CARE  PLAN  1,  NAVMED  6550/1 


PURPOSE 

To  provide  a  concise,  current  record  of  the  physical 
and  therapeutic  profile  of  the  patient • 

EQUIPMENT 

Visible  File 

Nursing  Assessment,  NavMed  6550/11 
Clinical  Record 

Nursing  Care  Plan  I,  NavMed  6550/1 
Stat/Daily  Orders,  NavMed  6550/10 
Addressograph  card/plate 
Pen  and  Pencil 

PROCEDURE 

1.  Stamp  addressograph  card/plate  in  lower  left  hand 
cornet  of  Nursing  Care  Plan  I   (NavMed  6550/1).  Print 
name,  grade/rank  at  the  bottom  edge. 

2.  Place  bed  number  to  which  patient  is  assigned  in  far 
left  hcuid  corner. 

3.  Complete  the  following  spaces: 

a.  Age 

b.  Height 

c.  Weight 

d.  Religion 

e.  Diagnosis 

f.  Valuables 

g.  Patient  class  number 

h.  Physical  traits 

i.  Any  additional  information  known  at  this  time. 

4.  Pill  in  activity,  hygiene,  diet,  and  fluids  with 
the  appropriate  check  marks. 

5.  Transcribe  all  medications  and  treatments  inclurling 
method  of  administration,  time  to  be  given,  dosage, 
date  ordered,  and  date  to  be  renewed.  (Treatments 
and  medications-  that  are  ordered  stat  should  be  re- 
corded on  the  Stat/Daily  Order  (NavMed  6550/10)  and 
not  entered  on  the  Care  Plan. 

6*  Enter  all  laboratory  and  diagnostic  tests,  examina- 
tions and/or  consultations.  Th^  appropriate  re- 
quisitions for  these  tests  are  completed  and  sent 
to  the  designated  office  or  department. 

7.  In  space  marked  Com^ri^nts,  enter  any  and  all  special 
instructions  for  personnel  caring  for  the  patient  that 
should  be  emph<isized,  such  as  "Isol^ition  Technique". 

8.  Deteirmine  patient's  condition  and  indicate  nursing  re- 
quirement category:  maximum,  moderate,  or  minimum. 
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NURSING  CARE  PLAN  I,  NAVMED  6550/1  (Continued) 

PROCEPURE  (Continued) 

9.  Maintain  Nursing  Care  Plan  I  (NavMed  6550/1)  with 
current  information,  adding  new  items  as  needed  and 
removing  those  no  longer  in  effect*    Delete  discon- 
tinued medication  and  treatment  orders  on  the  Nursing 
Care  Plan  I  by  blocking  them  out  with  a  red  lead  pen- 
cil. 

10*  Medication  and  Treatment  Cards  (NavMed  6550/4  and 
6550/5)  are  made  out  when  a  medication  or  treatment 
is  ordered;  they  must  correspond  to  the  entry  made 
on  the  Nursing  Care  Plan  I  (NavMed  6550/1) .  All  medi- 
cation and  treatment  cards  are  reviewed  daily  with 
the  Nursing  Care  plan  I  (NavMed  6550/1)  and  with  the 
Doctor's  Orders  and  MAR  according  to  hospital  policy. 

11*  Place  Nursing  Care  Plan  I  (NavMed  6550/1)  in  lower 
section  of  Visible  File. 

POINTS  TO  EMPHASIZE 

!•  The  Nursing  Care  Plan  is  a  guide;  the  Nursing  Notes 
is  a  report. 

2«  Entries  that  change  frequently  such  as  diet,  activity 
of  patient,  and  renewal  dates  of  medications  should 
be  entered  in  pencil. 

3.  Stat  and  "one  time  only"  orders  are  not  transcribed 
on  the  Nursing  Gare  Plan  I  (NavMed  6550/1)  but  should 
be  carried  out  immediately. 

4.  The  Stat/Daily  Order  (NavHed  6550/10)  is  a  worksheet 
and  is  discarded  when  consent  is  no  longer  valid. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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SAMPLE  TWO  OF  NURSING  CARE  PLAN  I    (NAVMED  6550/1) 


To  be  filled  out  on  each  patient  that  is  admitted. 
To  be  filled  in  lower  part  of  visible  File. 


Top  front 


Back 


U 


FRONT  OF  NURSING  CARE  PIAN  I  FOR  JAMES  D.  DICKENS. 
APPROXIMATE  HOSPITALIZATION  10  DAYS.   UNCOMPLICATED  SURGERY 
NURSING  CARE  PLAN  I  ADEQUATE. 


Diagram  of  NAVMED  6550/1 


r 


NURSING  CARE  plan!  KAVME0«5<yi  (3-71) 


M  ASSESSMENT  DATE:  ¥/Jt^^/7  H  INITIAL: 


ACTIVITY: 


□  bedrest  DbRP  DCHAilR  19  AMBULATE  □  DANGLE  □  WHEELCHAIR  □  COP^ODE  □  CRUTCHE 
B)  NEEDS  ASSISTANCE     H  WARDPRIVILEGES     □  HOSPITAL  PRIVILEGES     □  OTHER 


HYGIENE: 


□  SEDBATH      □  PARTIAL      □  SELF      □  SHOWER      □  TUB      □  NcEDS  ASSISTANCE      □  ORAL  HYGIENE 


18  FEEDS  SELF          □  NEEDS  ASSISTANCE 

□  TUBE 

DIET:  f^£&ULm 

LIKES:  Jl^0ii£ 
DISLIKES: 

FLUIDS: 


□  npo     □i.V.  □i&O 


RESTRICT  TO: 
FORCE  TO: 


LIKES: 
DISLIKES: 


PHYSICAL 
TRAITS 


00  RIGHT  HANDED  □  LEFT  HANDED 

□  SPEECH  IMPEDIMENT     □  LANGUAGE  BARRIER 

□  PnOSTHETtC  DEVICE 


□  VISUAL  IMPAIRMENT  □  BLIND  □  GLASSES 
(S  CONTACT  LENSES         □  HEARING  D^?6CT 

□  DENTURES     □  OTHER  ISptcify^ 


VITAL  5IGNS/FR£QUENCY 

7PR  aio 


TEMPERATURE: 


09  ORAL 


□  RECTAL 


□  AXILLARY 


CATEGORY-NURSING  REQUIREMENTS:  □  MAXIMUM 


□  MODERATE 


□  minimal 


COMMENTS: 
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NAVMED  6550/1  BACK  SAMPLE 


DATE 

DATE 
RE- 
NEW 

MEDICATIONS  -  TREATMENTS 

TIME 
(hours  to  b« 
Siven) 

DATt 

Of 

LABORATORY/DIAGNOSTIC 
TESTS  EXAMINATIONS/ 
CONSULTATIONS 

DAT! 
COM 

rvfTto 

OCaP  aR€MTH(^  AMD  CCi^L^H. 

— 

— ^ 

OISCHAII«C  ODJCCTIVI(S) 


A  Pt  h^  juu  htiOli/  tidy/  TO  t\E£p  Op£(iMriu£  <>trB  fRBB  CP  ^nPecnc/i 

To  PGPaifiao  Site. 


VALUABLES 
DEPOSITED 

B  YES    □  NO 

adoressograph 

AGE 

HEIGHT 

WetCjHT 

RELIGION 

PATIENT  CLASS 

ND. 

DATE/TIME  •  OP/OELIVERV 

LP  XN&OtH^  '^ 

s  .chamint  Of 

TMl  fICK 

TifiE 

QAT£ 

SED  NUMBER 

NAME 

Pickens.  yf^/^iEs  o. 

RATE  ^'^^ 

DIAGNOSIS 

DATE/TIME 

SL  V8L 

BACK  OF  NURSING  CARE  PLAN  I 

NOTE;     DISCHARGE  OBJECTIVES  ARE  FORMULATED  AND  WRITTEN  BY  NURSE 
WHEN  NURSING  ASSESSMENT  IS  COMPLETED • 


93C 


ERIC 
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SAMPLE 


STAT/DAILY  ORDERS 
MtVMED  CBSO/IO  (TEST) 


Die  Klin 5,  r/i/^GS 


NOTE:     NAVMED  6E 50/10  IS  DESTROYED  AFTER  INFORMATION  IS  CHARTED 
OR  NO  LONGER  VALID. 


( 
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NURSING  CARE  PLAN  II,  NAVMED  6550/lA 


PURPOSE 

To  plan  individual  nursing  care. 

To  communicate  pertinent  information. 

To  «ivaluate  nursing  care. 

EQUIPMENT 

Visible  File 

Nursing  Assessment,  NavMed  6550/11 
Clinical  Record 

Nursing  Care  Plan  I,  NavMed  6550/1 
Nursing  Care  Plan  II,  NavMed  6550/lA 
Addressograph  Card/Plate 
Pen  and  Pencil 

PROCEDURE 

1.  Stamp  addressograph  card/plate  in  lower  left  hand 
corner  of  Nursing  Care  Plan  II  (NavMed  6550/lA) . 

2.  With  information  obtained  from  the  Nursing  Assessment 
(NavMed  6550/11)  complete  the  folloving  spaces: 

a.  Admission  date 

b.  Diagnosis 

c .  Education 

d.  Job 

e.  Marital  status 

f.  Hobbies  and  interests 

g.  Medications  brought  to  the  hospital  and  disposition 

h.  Usual  bowel  and  bladder  habits 

i.  Usual  sleep  habits 

j.  Emergency  notification  data 

3.  Nurse  initiates  and  supervises  development  of  Nursing 
Care  Plan  II.    She  identifies  patient's  needs/problems 
after  her  Nursing  Assessment  and  plans  the  nursing  ac- 
tions • 

4.  Discharge  objectives  in  terms  of  patient  response  are 
determined  by  the  nurse  and  entered  as  identified  dur- 
ing course  of  patient's  hospitalization. 

5.  Record  nursing  referrals  and  date  as  they  are  initiated, 
i.e.  Red  Cross,  Chaplain,  Osteotomy  Club  etc. 

6.  Place  Nursing  Care  Plem  II  (NavMed  6550/lA)  in  upper 
section  of  the  Visible  File. 

POINTS  TO  EMPHASIZE 

1.  Although  the  Nursing  Care  Plan  II  (NavMed  6550/lA)  is 
initiated  by  the  professional  nurse,  it  is  a  team  ef- 
fort involving  all  staff  members. 
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NURSING  CARE  PIAN  II,  NAVMED  6550/lA  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

2.  The  Nursing  Care  Plan  II  (NavMed  6550/lA)  should 
be  realistic  and  tailored  to  the  individual  needs 
of  a  patient. 

3.  Re-evaluate  the  patient  at  frequent  inter\'al3  and 
update  the  Nursing  Care  Plan  II  (NavMed  6550/lA)  as 
necessary. 

4.  A  need  or  problem  is  a  difficulty  or  concern  with 
which  the  patient  is  not  coping  adequately. 

5.  A  nursing  action  is  a  specific  activity  designed  to 
solve  patient  needs  and  probleias. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 


94A 
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SAMPLE 

NAVMED  6550/1 1  (5-73)  N  URSING  ASSESSMENT 

(Please  explain  to  the  patient  'cr-z^  the  purpose  of  this  interview  is  to  help  both  of  you  to  become  better 
acquainted  and  to  help  the  nursing  staff  assist  his  doctor  in  providing  the  best  treatment  possible.) 

PATIENT'S  M AM F    S/iMUizL    CLEMRy  GRADE/RATE/STATUSZi^l^^^AGE^ 

DATE  OF  AHMISSrON  'ilSjOll^         niAGNOSIS  ACUTP   M^OCtlROiRL  iNP/iRCTtON 

MODE  OF  ADMISSION:  AMBULATORY  WHEELCHAIR   GURNEY_j/_ 

ASSESSMENT  INFORMANT     NAME  \  

(If  other  than  patient) 

RELATIONSHIP  . 


A<^<:.Ff;?;MFMTQBTAINgn  BY  ^  ^U^l^Xtt^     iTfCr ^  NC^  US/>^R  HATg   

1.  How  long  has  patient  been  ill  or  injured ?^(^^6.^^^t^u^^Kt,^^        ^^r^x^^^^^^^  ,^c.Jue^^ ^^^.^t -^y.  

What  does  |>vatient  know  about  his  Illness?  f^o^v^  y^^^-<^uL^ittK^ ^.^t^-t^^  ^4r^>-L^g^^^ 

2.  Is  patient  taking  any  medications  now?  If  yes,  what?  /jSA  y<^-<:ve^ig^^3^^^^;*?yw^^   


/Vny  medications  with  him?  Yes   No_ 

If  yes,  what?.;  

Disposition  


3.  Is  patient  allergic  to  anything  (drugs,  foods,  pollens,  etc.)?^   If  yes, 

what?  I^Lvy^^yt^^J^-*^  jtJi^^^J^ — uK.^  yiJi^.TK^.^fy'trT/^^  .^^i^^<-y-i^ 

4.  Has  pat?ent  been  in  a  hospital  before?     Yps  No   If  yes,  what  nursing  activities  were 

Helpful  ^  :  

Bothered  him  f^,<Mi.^>^e^ ^S^-t-^^  iX^-z^-^^A^^*^^^  ^>tx,^/7a.^^^  >y^^i^^^ir^. 

5.  The  patient  is:     Right  handed  _   Left  handed  

6.  What  does  patient  plan  to  do  with  valuable?    IJtxAt  A^.a.'^^Si^  >^^g!W^.o>w  ^>^^^<>y-y"^  ^^^^ 

^  ^ 
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NAVMED  6550/11  (5  73) 


SAMPLE 
NURSING  ASSESSMENT 


7.   Does  the  patient  have:  (Circle  those  with  him) 


Cane,  crutches  splint,  type  

Dentures    Prothesis,  type . 

^Tasse?)    Other,  specify  _ 

Hearing  Aid 
Contact  Lenses 
Wig 


a    HABITS  OF  DAILY  LIVING: 

What  are  patient's  eating  habits?  ^  J^^i.  ^ifj^  x^w£<v^L'     ^ ^-vl  C-t/^r^^.  yoj-tya<:>^ . 

Food  dislikes     /^^^  ^ 


Fluid  preferences  or  dislikes  ^^u.rK..A^  S^'/O  xccy<^  /^a^.^^ 

Hours  of  sleep    ^  .^/^^^n-^ 


Any  dietary  restrictions?. 


Sleep  habits:    Bedtime .  _  Mniirg  nf  sippp    0  .^i^<A.n^-^   Up  at  night. 

Why   How  often  

Number  of  pillows  ^^^^tf^yv^ 
Bathing  preference:     Tub  Shower^ 

Defecation:     Frequency  /^<^-t>^^  /:^a^t^^y  Time  of  f^ay      /I.  M.  

Irregularities  /J^^-iry^ 


Laxative.  »  What  ki 


kind. 


Urinary:  Explain  any  irregularities 


Does  patient  need  assistance  in  his  habits  of  daily  living:    Explain: 

9.   Does  patient  have  any  special  interests,  hobbies,  or  pastimes?  v:>^zf ^^^4^/^!^^^ 

10.   Does  patient  have:  Where 

 Lacerations,  abrasions  

 Open  wounds,  new  incisions  

 Bruise!:  

Bed  sores 


^  Skin  rash^^ljsters?  LffT  TNUMfR 

 Dry  skin  .   

 Ot^.er   


ERIC 


SAMPLE 

NAVMEL  655C/11  (5  73)  NURSING  ASSESSMENT 


11.  Will  patient  be  expecting  visitors 


7  4i  'a^J^ 


12.  Who  would  patient  like  notified  in  an  emergency,  if  other  than  next  of  kin? 

NAME  Telephone  No. 

ADDRESS  '.  Z_  


13.   Education  and  work: 


What  has  patient's  schooling  been?  /^^c^:^.^  .J^^/^tAL4t^  

What  is  his  jnb>    Y'TL^/^^  ^^.jCr^-x^c^.^.^^   

14.   Questions  patient  askpH?    /^{)^^t^t.  J^^^  r^^-c^-.^^/  ^z^^<r^  c'-^Uz^^^Z,  ^^Jie- 

NURSING  OBSERVATICNS 

Did  patient  comprehend  during  interview?   If  no,  explain  


Does  patient  have  a:                                                  if  so,  describe 
,  Speech  impediment  


.  Heari  ng  difficulty . 
.  Language  barrier — 


Zj^s^    Vision  problem     'flr'j^^yL^j^  ^J^^^^j^^^ 


Motor  function  impairment  , 


ADDITIONAL  OBSE R VAT  ONS  OR  R EMAR KS 
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ADMISSION  OAJle 

EDUCATION 

JOB 

X  'My  TecHti/CfHrt 

OlAGNOSiS 

Acure  MyjocmomL  itihARCT/on 

MARITAL  STATUS 

□  s            K|M           Qd  Qw 

NURSING  CRiTL.nA  /or  iiriCHARGE  (TeacMnt-  Neuds- Exp»ct«d 
Outcomn) 

HOrjSlhs  OH  INTERESTS 

tcoTBauu^  pHorocrp^aPHy  , 

MEDICATIONS  BROUGHT  TO  HOSPITAL 
DISPOSITION; 

J  Pr  lA/ii^  HAtfiz  npfvfOHsTRMri^n  AAn^iry 

To  r///ft  <=LMpr  omicy  Aa-^r  Pi^t^,r>o< 

USUAL  BOWEL/BLADOER  HABITS 

one  B        sxff^Fic  ie.fir 

USUAL  SLEEP  HABtTS 

?  pr                  Afii^^  To  i^tsr  i'oca-x.  LOi^ 

IN  EMERGENCY  NOTIFY 

NAME:  Vii^Crir^if^  Cuet^py 
PHONE:  {A/i=r;  ?¥:^-970  6 

ADDRESSOGRAPH 

REFERRALS  DATE 

SAMPLE  OP  NURSING  CARE  PLAN  II    (N7.VMED  6550/lA) 


To  be  used  when  a  professional  nurse  determines 
ttiat  a  patient  requires  more  individualized  care 
than  can  be  planned  with  the  modified  NAVMED  6550/1. 

To  be  filed  in  the  upp^r  part  of  the  Visible  File. 

(NURSING  CARE  PLAN  I  FILLED  OUT  FOR  PATIENT.  Magvaia  of  NAVMED  6550/lA 

SAMPLE  NOT  INCLUDED.) 

FRONT  OF  NURSING  CARE  PLAN  II  FOR  SAMUEL  CLEARY.  •  ' 

APPROXIMATE  HOSPITALIZATION  28  DAYS. 

NURSING  CARE  PLAN  I  INADEQUATE  TO  PLAN  NURSING  CARE  REQUIRED  FOR 
THIS  PATIENT. 

DISCHARGE  OBJECTIVES  ARE  FORMULATED  ,AND  WRITTEN  BY  NURSE  WHEN 
NURSING  ASSESSMENT  IS  COMPLETED.   


ERLC 
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NURSING  CARE  PLAN  II  NAVMED  «S90/ia  ( i-7?). 


DATE 

im 

Tem"  !               PATIENT  NEEDS/PROBLEMS 
^^^"^  1                    (Stats  Reason  Why) 

NURSING  ACTIONS  (Be  Specific) 

mi 

/ 

mmO  Pm.  Mho  P/iN  /icrt^p i-y  t  i^r^NtMCr- 

5*^^7f/^£  CH^^T  pf^tH  Due  TO 

Gli/i=:  MOPP/i/n^  PPOt^nPTLV  HrfO  CLOSt'i^y 

m~ 

Ahl>  i^s^'MSH  LBO-^^   Do  NOT  Ruf-^  po  P^5i<.H/^ 

ROM,  /^PPLy  ri^f^fs  ^roc.Kiis(^^\ 

/ 

Po^'^^tfiLti  pHLPPi^n^  nail  Tc 

<^Pois6ri^  /Ann  nii^PLPOLr  mpp_  iDPn^y 

/ 

'i 

Ri'r^PcMO  /yi/irTi=f^  'CP'  PfACTi  y  TO  /y/js 

— 

—  :  

l/M6iL.Lry  To  rt<Z/-/?X  Dut^  Tn 

D/5Cc/'.S  r  P/inP^r  T/itz  /SizPi-y   PC  f( 

Pt^h?tr)Ds  or=  Tor/ii^  i^i^i^/ixM  noH. 

fi^MCL/pr  OtST/^/iCTtHS^  M/VrPP/HL  /P 

ACTii/'tTy. 

/ 

n 

Fffl J <i 7"/? W  77/7/y  /  lUP"  TfJ  AHtli- 

Crii/'P  pHT/Pnr  pOr-UTfi/iz    aPic*POPCtr  t^iPt-iT' 

—  — 1 

BACK  OF  NURS 

ING  CARE  PLAN  II 
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WARD  REPORT, 


NAVMED  6550/2 


PURPOSE 

To  provide  up-to-date  ward  statistics. 

EQUIP!4ENT 

Ward  Report,  NavMed  6550/2 
Day  Book 

PRCXTEDURE 

1.  Start  Ward  Report  at  0001: 

a.  Name  or  number  of  ward. 

b.  Authorized  bed  capacity. 

c.  Number  of  patients  remaining  from  last  report. 
♦     2.  During  the  24  hour  period,    (from  0001  to  2400), 

all  changes  occurring  on  the  ward  such  as  Admissions, 
Discharges,  TOW*s,  AOW's,  and  deaths  must  be  entered 
at  the  time  of  occurrencs. 

a.  List  entries  as  follows,  allowing  space  between 
each  group  if  possible. 

(1)  A  -  Admissions 

(2)  AOW  -  Admissions  from  other  wards 

(3)  TOW  -  Transferred  to  other  wards 

(4)  D  -  Discharges 

(5)  DD  -  Deaths 

(6)  UA  -  Unauthorized  Leave 

(7)  L  -  Leave 

(8)  SAH  -  Subsisting  at  home 

b.  First  column  -  Record  the  abbreviated  patient 
category,  i.e.  A,  AOW,  TOW  etc. 

c.  Second  colu;nn  -  Name  of  patient.  Record  last  name, 
first  name  and  middle  initial  of  patient. 

d.  Third  column  -  Rate.  Record  patient's  rate/rank, 
branch  of  service,  retired  (Ret.),  or  Civilian 
Humanitarian  (Civ  Hum)  if  applicable. 

e.  Fourth  column  -  Remarks 

1.  A  -  Record  admission  diagnosis. 

2.  AOW  -  Record  diagnosis  and  transferring  ward. 

3.  TOW  -  Record  waurd  transferrr  to. 

4.  D  -  Record  destination,  to   iuty  or  home. 

5.  DD  -  Record  time  patient  expired. 

6.  UA  -  Record  time  and  date  patient  left  ward 
without  authorized  permission. 

7.  L  -  Record  dates  for  authorized  leave. 
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WARD  REPORT  HAVMED^  6550/2 


PROCEDURE  (Continued) 


3.  At  the  end  of  each  8  hour  period  the  Charge  Nurse 
signs  her  full  signature  and  rank  at  the  bottom 
right  hand  corner. 

4.  At  the  end  of  the  24  hour  period  (2400)  all  changes 
(numbers  2  through  10)  are  totaled  and  a  svmunary 
entered  in  the  blanks  at  the  head  of  the  report  - 
Beds  actually  occupied ^  imoccupied. 

5.  The  Ward  Report  (NavMed  6550/2)  is  kept  in  the  Day 
Book  at  the  Nurses'  Station*    At  2400  it  is  completed 
and  sent  to  a  Patient  Affairs  representative  or  as 
directed  by  local  hospital  policy. 

POINTS  TO  EMPHASIZE 

1.  The  Ward  Report  must  be  accurate  and  current  so  that 
a  true  accounting  of  the  ward  and  hospital  census  dan 
be  determined  at  any  time  during  the  24  hour  period • 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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MWSO  6590/2  (REV.  U-TOJ 


-LB- 


Ward- 

fMOMC  or  nimbcf  j  ^ 

Ms  Qduolly  occupi«<i__k^L2L. 


SAMPLE 

WARD  REPORT 

/7  /^wy  1913 


+  Unoccupitd. 


Pttfianti  r«mainf ng  from  last  report . 

Admrtttd  1o  hoipitol  

Rscsivsd  from  other  wards  

Total  odmitted  fJinot  2  and  Z)  


=  Author!  ztd  b«d  copodf^ . 


TMoi  odmilttd  plui  number  rvmaininfl  fro<»  loit  report  (/inn  I  and  4) . 


6.  Discharged  from  hospitol .  

7.  Dischargod  to  othor  words  

8.  Toial  discharged  fffnei  6  ond  7)  

9.  Patients  remaining  (fine  5  lets  line  0)  

10.  Number  of  poHents  AWOl     I  leave. 


Subfiitlng  out. 


PAL- 


CHANGES  IN  WARD  SINCE  LAST  REPOftT 
(Enter  admitted  c«aea  firmtt  then  enter  thoae  dlmpowed  of  mnd  thOMe  mbwent  from  the  we/d). 


NAME  Of  PATIENT 


itAn 


REMARKS 


JL 


Rmi/ush 


ACh/ 


row 


our 


StL 


THOMA  S 


SGrTloSMC 


ffioM  in  MAy  TO  fit  /w/i/  /'g^,^ 


i- 


rConh'nM  on  r*v*rMj 

'A-oMNadi  AOW-adirin«l  hom  ethtr  wad;  D-duIyi  DO-dad;  IS-involldrd  (ro<n  wrvica;  K-ronj  T-transl*rr*d  horn  hoip'lal  ot  a  ^titnl;  TOW-ttem- 
>«rr«d  to  olhtf  word;  l-obiml  on  Imo  (or  libnty);  AWOl-obMnt  wiihoul  Itovti  rAl-priwn«r  ol  lorg*. 
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NURSING  SERVICE  24-HOUH  REPORT,  NAVMED  6550/3 


PURPOSE 

A  cox^m^lnication  tool  conveying  current  information 
about  those  patients  who  need  close  observation  and 
special  care. 

EQUIPMENT 

Nursing  Service  24  Hour  Report,  NAVMED  6550/3 
Day  Book 

PROCEDURE 

1.  The  A  M  Charge  Nurse  starts  the  Nursing  Service 
24-Hour  Report. 

a.  Irdicate  hours  as  1500  -  day^  2300  -  evening^ 
0700  tiight 

b.  Ward  x^xunber  and  date 

c.  Bed  capacity 

d.  List  those  patients  whose  condition  warrar^.s 
close  observation  or  special  attention 

(1)  Full  name  and  age 

(2)  Patie^nt  category  (grade/rate.  Civ  Hum,  Dep. 
etc.) 

(3)  Present  diagnosis  and  surgical  procedure  if 
applicable. 

(4)  Dates  of  adndssion,  SL,  VSL,  or  time  of  death 
if  applicaODle 

(5)  Record  brief  but  concise  statement  of  pa- 
tients* condition  and  therapy. 

2.  The  Charge  Nurse  on  each  8  hour  shift  continues  the 
report  and  records  on  those  patients  already  listed 
and  additional  ones  as  necessary. 

3.  At  the  end  of  each  8-hour  shift  the  Charge  Nurse 
signs  her  full  signature  and  grade  at  the  upper  right 
hand  cjrner. 

4.  The  24-Hour  Nursing  Service  Report  is  forwarded  to 
the  Chief,  Nursing  Service  at  0700, 

ADDITIONAI.  INFORMATION  FOR  THIS  ACTIVITY  . 
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mMTY-FOUR  HOUR  NURSING  SERVICE  REPORT 
NAKMCD  6550/3  (Rt».  11-70)  FRONT 


SAMPLE 


ML 


A 


DO 


AT  I  ENT    I  NFORMA^^N  '  

\  /  ut.iv  'X-iVU  r", .   ~~'  ~ 


ft^M   Coi^pL:hris  cf  Poll  sudbVilRi^HL.  p/Mri  ncr  ReLiE^iio  By 
/^HO  Tff^Es  i/eRy  e/isfi,y  T^kimg-  smauu  Ai^ourn  ^  of  CLe/'iii 

/?/»/  5*r^£A?s  ffH<^Mrer-feo.  cne^T  P^ffi  occuRR//i(?  more  of-TtEn. 


I 

a? 


tjHAhl  /NAT  F  'Pt  P 


A.M.  S££Ms  on^Bue  tc  exPccroRAre..  BHEflTHin&  SH/H-t-ctx/  c_ 

Oi^.  ToBfH  AHO  pL/\c£0  on  SL.  Af^iif^cpHy/i.L.iNi=.  o.b  Gm  ^/ 
DR.  TO  6 1  fi  c  ^o/^£  RE  Lie.  F.  PCOji  ^0    PO^  V^. 

f.M   TnTRAl/£fiou^  rHiER/\p<^  c  AMitiOPnyt-LiHrz  coHnfiuoui,.  sue tyi<, 
ro      ape/wniHG  £AsicR.  TOLEH^T,ne  cl£SR  flu,os. 
r.fox  e.  ISO.  R.  3S  /ir  A^ic^o.   /ls^.^  Xp.o. 

li.  pi£R5p/Rtfi&  MepaR/Hr£t,y.  st££F//V(P-  p/trreR/s  /i^rt^flf^nrTEnr^ 

COL  OR  fMPROueo    T  /OO"^  P  (OS  R.  3^  AT  CC:-00  COUGrHiMO- 
AMO  EXPaCTOR/iT/riCr   SMALL  Af^CuriF  OF  t^lSCtO  PAL£  &R&eN 
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ADMISSION  AND  DISCHARGE  OF  PATIENTS 


ERIC 
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ADMISSION  OF  PATIENT 


PURPOSE 

To  provide  medical,  dental,  and  nursing  care  in  an 
enviroment  where  facilities  for  this  care  are  concen- 
trated . 

EQUIPMENT 

Clinical  Records,  Standard  Form  500  series 
Thermometer  tray,  T.P.R.  Book 
Sphygmomanometer ,  s  te thoscope 
Bed  tag 

Addressograph  plate 
Visible  File  Frame 
Admission  Record,  NavMed  6300/5 
Nursing  Assessment,  NavMed  6550/11 
Nursing  Care  Plan  I,  NavMed  6550/1 
Nursing  Care  Plan  II,  NavMed  6550/lA 
Ward  Report,  NavMed  1550/2 
Diet  Sheet,  NavMed- 18 

Linen  as  needed:  pajamas,  slippers,  towel,  washcloth 
Identification  band 

PROCEDURE 

1.  Greet  patient  in  a  courteous  manner  and  introduce 
self. 

2.  Seat  patient  or  put  to  bed  if  condition  so  indicates. 
Give  him  necessary  linen  and  introduce  him  to  his 
neighbors. 

3.  Take  temperature,  pulse,  respiration^  blood  pressure, 
height  and  weight.  Ask  patient  if  he  has  any  allergies 

4.  If  nurse  is  not  on  ward,  notify  immediately. 

5.  Notify  ward  medical  officer  of  patient's  arrival. 

6.  Enter  patient's  name  on  Ward  Report  and  Diet  Sheet. 
Use  addressograph  plate  to  stamp  Clinical  Records  and 
Nursing  Care  Plan  I  and  II.     Print  patient's  last  name 
first  name,  and  middle  initial  on  label  for  chart  hold 
er.    Print  patient's  name,  rank/rate,  date  of  admis- 
sion and  religion  on  bed  tag. 

7.  If  condition  permits^  interview  patient  and  complete 
Nursing  Assessments     This  is  the  professional  nurse's 
responsibility. 

6.  Begin  Nursing  Notes  by  charting; 

a.  Date,  time,  manner  of  admission,  sex  and  age. 

b.  Blood  pressure,  pulse,  respirations,  temperature, 
height  and  weight • 
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ADMISSION  OF  PATIENT  (Continued) 


PROCEDURE  (Continued) 
8. 

c.  Chief  complaint  and  other  conplaints  of  patient. 

d.  Source  of  pertinent  information,  when  received 
from  relatives* 

e.  Symptoms  that  the  patient  shows  and  your  pertinent 
observations  concerning  him. 

f.  Any  known  allergies. 

g.  Notification  of  and  examination  by  medical  officer. 

h.  Medications  and  nursing  measures  given.  Observa- 
tions made  of  the  effects  of  medications  and  treat* 
ments. 

9.  File  Admission  Record  (NavMed  6300/5)  as  directed  by 
local  policy a 

10.  Place  addressograph  plate  in  holder  arranged  in  alpha- 
betical order. 

11.  Apply  patient's  identification  band  on  wrist  if  this 
has  not  been  done  in  the  admission  room. 

12.  Transcribe  medication  and  treatment  orders  and  other 
appropriate  information  on  Nursing  Care  Plan  I  (NavMed 
6550/1)  and  file  In  lower  pocket  of  Visible  File. 

13.  If  the  professional  nurse  determines  from  the  Nursing 
Assessment  that  a  Nursing  Care  Plan  II  (NavMed  6550/lA) 
is  necessary,  transcribe  appropriate  information  and 
develop  Nursing  Actions  to  meet  patient  needs  or  pro- 
blems. 

14.  File  Nursing  Care  Plan  II  (NavMed  6550/lA)  in  upper 
pocket  of  Visible  File. 

POINTS  TO  EMPHASIZE 

1.  If  a  patient  arrives  on  the  vard  with  Doctor's  Or- 
ders (SF  508) ,  carry  out  any  orders  pronptly  which  may 
have  been  written. 

2«  If  condition  permits^  instruct  patient  to  read  Infor- 
mation for  Patients  and  Ward  Regulations. 

3.  Stress  Imporicance  of  depositing  valuables  and  money 
with  Disbursing  Officer  for  safekeepin*;!.  After  routine 
working  hours,  deposit  may  be  made  with  Officer  of  the 
Day. 

4.  Notify  Food  Service  Department,  if  patient  arrives  pri- 
or to  mealtime. 

5.  Ambulatory  patient  may  take  laboratory  and  x-ray  forms 
to  designated  places  to  have  procedure  done. 

6.  Obtain  Clinical  Records  if  patient  has  been  admitted 
previously. 

7.  Bed  tag  is  to  include  only  name,  grade/rate,  date  of 
admission^  and  religion. 
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SAMPLE 


lliir«Mi«ff  *Biid«ii 
CtrcsV  A-n 


ADMISSION  NURSING  NOTE 
(Samuel  Cleary^  HM2,  USN) 


CLINICAL  RKORD 


NUISIN6  NOTES 

(Sff^n  ail  notes ) 


J: 


1^ 


HOUC 


AM 


OtSIKVATtONS 


TrtMRCr/o/j  PlacpO  OH  /yioNiro,^  (>ioRMML  sinus 


RH\JTHM  ,^  Ectopic  Ar-Am    7^<y7  P-'73(  f^-JiC 


Br    ^  Vff  COLOR  PfiTH!=l^  PML£    CO/^iPLtllM.^  OF 


AT  THIS  r/A7f=-,  ANXIPT\J  RPl/fi^Ai  l?:0  //V  COfii'^i^^AliOM 


STAAT£0  ifi  £f7'  )iy  DiP  R£HHi^H  U<,,NG-  :T£l(10 


CATME.re.R  RATE  RB&ULAren  at  ^tt jmiH 

KNOtUN  Al  LPi;?C^lf=S  :    COr^PA:2L,H£._  THCRATLlHe^ 


<!i=A  Poon<,  A  HO  Tai-iif^F 


•2ii^  pLAC.f=n  OH        Ay  hr  APHmsH  rHrtPJAiH  oRie^x 


iH  TO  AOivii/i/'i-reR  SACt^AM^MT  OP  rH£  SICK 


Jam 


L^ALUAP,LP^  lNi/PHTt)i:>lPn  AND  {^tU,=  M  TC^  H/,PP 


ANTI'  PMAOLinC    c:rOcK,HG-S  APPLiPH 


mi 


fXPPt^iPt^ciijO-  ISO  One      PA  IN  AT  This  TiMiE. 


NL'RSiHG-  ASii£S<.MPNr  lA/li^L  /i£  COMpLPTPn  IN 


USE  ADDRESSOGRAPH  PLATE 


RfOISTf  R  MO 


WARD  NO 


NURSlNti  NOTES 
■CandAitl  Form  Sio 

}|0  1(17 

^  t  A  T  C   It  0  .  lOt       in  C  V  .1 
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ASSISTING  WITH  A  PHYSICAL  EXAMINATION 


PURPOSE 

To  aid  the  doctor  in  making  a  diagnosis  and  planning 
therapy* 

To  aid  in  planning  the  necessary  nursing  care. 

EQUIPMENT 

Tray  with; 

Sheet  for  draping 

Towel 

Flashlight 

Percussion  hammer 

Tongue  Depressors 

Ophthalmoscope  and  otoscope 

Sphygmomanometer,  stethoscope 

Tape  measure 

Paper  wipes 

Safety  pins 

Skin  marking  pencil 

Alcohol  sponges 

Rubber  glove/finger  eot  or  disposable  gloves 
Paper  bag 

PROCEDURE 

1.  Screen  patient  and  explain  procedure  to  him« 

2«  Offer  bedpan  or  urinal  before  examination. 

3.  Assemble  all  necessary  equipment  at  bedside* 

4t*  Place  patient  in  a  comfortable  position. 

5.  Drape  patient  with  sheet,    Fold  bedclothes  to  foot 

of  bed. 

6.  Head«  eyes,  ears,  mouth  and  throat  are  usually  ex 

amined  first. 

a.  Hand  ophthalmoscope  tc  the  medical  officer. 

b.  Hand  flashlight  and  tongue  depressor. 

7.  Chest: 

a.    Assist  patient  to  sitting  position  if  condition 
permits. 

b«    Hand  p^itient  paper  wipes  to  hold  over  mouth 
while  lie  coughs  when  asked  to  do  so. 
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ASSISTING  WITH       PHYSICAL  EXAMINATION  (Continued) 


PROCEDURE  (Continued ) 

8.  Abdomen: 

Place  patient  in  recumbent:  position. 

9 .  Extremities : 

a.  Drape  to  expose  both  extremities. 

b.  Hand  percussion  hammer  to  medical  officer. 
10*  Upon  completion  of  examination,  straighten 

bedclothes.  Make  patient  comfortable. 
11.  Charting  -  include  time,  examination,  by  whom, 
and  any  observation  you  have  made. 

POINTS  TO  EMPHASIZE 

A  nurse  or  female  attendant  should  always  be  available 
when  a  female  patient  is  being  examined. 

CARE  OF  EQUIPMENT 

Clean  and  reset  equipment  tray. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


I. 
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A.O^W.  OF  PATIENT 


(Admitted  from  Other  Ward) 

PURPOSE 

To  provide  necessary'  care  and  facilities  for  treatment. 
PROCEDURE 

1.  Greet  and  receive  patient  and  accept  his  records. 

2.  Explain  ward  routine  and  regulations  which  affect 
him. 

3.  Notify  Ward  Medical  Officer  and  nurse. 

4.  Record  name  on  the  Ward  Report  as  AOW;  add  name 
to  T.P.R.  book  and  Diet  List/Sheet. 

5.  File  Nursing  Care  Plan  I  and  Nursing  Care  Plan  II, 
if  applicable,  Admission  Record,  Addressograph  plate 
and  Medication  and  Treatment  Cards. 

6.  Record  date,  time  and  manner  of  transfer  on  Nursing 
Notes. 

7.  Assign  bed,  place  bed  tag  in  holder  on  bed  and  intro- 
duce the  patient  to  ward  personnel  and  other  pa- 
tients. 

POINTS  TO  EMPHASIZE 

1.  Notify  Diet  Kitchen  of  admission  on  ward. 

2.  Exeunine  clinical  record  carefully  to  determine 
whether  all  orders  are  verified  and  all  medica- 
tions/treatments are  up-to-date. 

3.  Be  familiar  with  local  policy  concerning  cancel- 
lation and  rewriting  of  doctors'  orders  when  pa- 
tients are  A.O.W. 'ed. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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T.O.W.  OF  PATIENT 


(Transfer  to  Other  Ward) 

PURPOSE 

To  provide  necessary  care  and  facilities  for  treatment. 
PROCEDURE 

1.  Make  notation  on  the  Nursing  Notes  of  the  date,  hour 
and  ward  to  which  the  patient  is  being  transferred. 

2.  Make  out  Ward  Tremsfer  Slip,  if  applicable. 

3.  Enter  patient *s  name  as  T.O.W.  on  Ward  Report. 

4.  Remove  name  from  T.P.P..  book  and  Diet  List/Sheet. 

5.  Send  patient  to  ward  with  his  gear,  complete  chart. 
Health  Record,  Nursing  Care  Plan  I  and  Nursing  Care 
Plan  II,  if  applicable.  Admission  Record,  medicine 
cards,  addressograph  plate,  and  bed  tag. 

POINTS  TO  EMPHASIZE 

1.  Before  transferring  the  patient,  notify  the  ward  to 
which  he  is  being  transferred. 

2.  Avoid  transferring  patient  during  meal  or  visiting 
hours . 

3.  Chart  should  be  completed  by  Ward  Medical  Officer 
before  transfer  is  made. 

4.  If  patient  is  transferred  to  a  convalescent  ward, 
the  Ward  Medical  Officer  will  retain  the  Health 
Record. 

5.  If  the  patient  is  transferred  to  a  convalescent  ward, 
instruct  him  regarding  sick  call  routine. 

6.  Notify  Diet  Kitchen  of  patient's  transfer. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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DISCHARGE  OF  PATIENT 


PURPOSE 


To  return  a  patient  to  duty  or  home  upon  completion 
of  his  treatment. 


EQUIPMENT 


Check-out  slip  (check  local  hospital  instructions) 
Equipment  and  linen  for  unit 


PROCEDURE 


1.  Close  out  patient's  chart.  Arrange  in  numerical 
and  chronological  order.  Send  to  doctor's  office. 

2.  Remove  Admission/Disposition  Record  (NavMed  6300/5) 
from  Visible  File. 

3.  Indicate  places  on  reverse  side  of  a^lmission  slip 
or  a  local  check-out  slip  from  which  patient  must 
have  clearance. 

4.  Instruct  patient  to  check  out  at  designated  places 
and  return  to  ward  for  final  initialing  of  check- 
out slip. 

5*  Enter  the  letter  "D"  followed  by  patient's  name, 
grade/rate,  disposition  on  Ward  Report. 

tl.  Remove  patient's  name  from  all  other  ward  records. 

7.  Discard  bed  tag,  medication  and  treatment  cards 
and  addressograph  plat^. 

f{.  Notify  Diet  Kitchen  c£  patient's  aischarge,  if  ap- 
plicable. 

9.  Havfj  active  duty  enlisted  patient  clean  and  make  up 
his  unit.   (Follow  local  police.) 
10c  Discharge  notation  on  Nursinc  Notes: 

ct.  When  patient  is  discharged  to  duty/homi^  and 
chart  is  closed  out  24  to  48  hours  before 
actual.;  discharge: 

(1)  Enter  date  and  tir^B  the  chart  is  closed. 

(2)  Enter  the  following  statement  in  the  Remarks 

column :    "To  be  discharged  to  duty  on   ' 

(Indicate  actual  date.) 

b.  When  chart  is  closed  out  at  same  time  or  after  the 
patient  is  actually  discharged: 
(1)  Include  date  and  time  of  discharge. 
11.  Send  chart  to  Patient  Affairs  office  after  Medical 
Officer  has  written  or  dictated  Narrative  Summary. 
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DISCHARGE  OF  PATIENT  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Dependents  and  supernumerary  patients  should  be 
cleared  by  Collection  Agent  before  being  dis- 
charged. 

2.  Patients  must  be  removed  by  doctor's  order  from 
SL  or  VSL  before  discharge. 

3.  Make  sure  the  discharge  order  has  been  written  by 
the  doctor,  all  Doctor's  Orders  have  been  verified, 
and  the  Admission/Disposition  Record  (NavMed  6300/5) 
has  been  completed. 

4«  The  discharge  nursing  note  should  reflect  whether 

the  discharge  objectives  in  terms  of  patient  response. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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SAMPLE 


BtAadM  Form  sio 
R«v.  W^h.  1H« 

CircuUr  A— W 

Stock  fh.  h  0109- 20 1-2304 


DISCHARGE  NURSING  NOTE 
(Samual  cleary^  HM2,  USN) 


CLINICAL  RECORD 


NURSING  NOTES 


HOUK 


A.M.  P.M. 


OUCIVATIONS 
Includ*  mMlkoNon  and  KMtNMnt  w4»m  ifi4t«9*td 


\/l^lT£0  fiJ  DQ  fjPfiNlSH  AHO  lH^TI?UC:Te.O  TO  RETURN 


TeACHlH6V  R£&fMPr  AT  HO  MP    PATK-riT  CAN  {/pgRAUXI^ 


NepO   TO  HAl/P        O/i/Ly  /lPTPt?NOOH  ffesr  P£RtOO, 


CiTAT£n_    XT  ^A<1  HAf?0  Le./^ffHlN&  TID  SLoi^  no^i/H 


Nf)h/  T  KIND  OP  Look  PoRi\/f^ein  to  that  HoaR 


■jiyoCi2.P     pATieNT  CAN   LIST  FOOO^   ^Ot^  /N  StiCliUIVl 


mo 


PATICNT'S  lOCNTin CATION  r  f»r  typtd  *t  tvnUtm  tnttm  gtve:  J>l»mt  -  Imtt.Jitii. 


USE  ADDRESSOGRAPH  PLATE 


trOlSTEK  NO. 


WAtO  NO. 


NVMSiMd  ItOTH 

M0II>7 
r  1  AT  C  i»«  •  I*  C  V  .1 
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CARE  OF  THE  DEAD 


PURPOSE 

To  prepare  the  body  for  the  morgue. 

To  care  for  the  personal  effects  of  the  deceased, 

EQUIPMENT 

Morgue  pack  or  box  which  should  includes 
Roll  of  cotton  or  cellulose 
Two  rolls  of  3  inch  gauze  bandage 
Two  clean  surveyed  sheets 
Old  muslin  for  diaper 
Adhesive  tape 
Safety  pins 

Three  manila  or  body  identification  tags 
Clean  dressings,  if  needed 
"T"  binder 

Screen p  if  necessary 

PROCEDURE 

1.  If  on  open  ward,  screen  unit  so  other  patients  will 

not  be  disturbed. 
2«  Lower  backrest.     Straighten  body.     Leave  one  pillow 

under  head. 

3.  Close  eyes.     Replace  dentures  and  all  prostheses. 

4.  Change  dressings.     Remove  drainage  tubes.  Close 
draining  wounds  with  adhesive  tape. 

5.  Bathe  body.     Take  care  of  identification  band  ac- 
cording to  local  policy. 

6.  Place  pad  of  cotton  or  cellulose  over  pubic  region 
and  rectum.     Secure  in  place  with  diaper  or 
T-binder* 

7.  Make  out  identification  tags  containing  the  following 
information :  Name ,  serial  number ,  grade/rate ,  dia- 
nosis,  ward,  date  and  time  of  death,  and  the  Medical 
Officer's  name  who  pronounced  him  dead. 

a.  Tie  one  tag  to  great  toe   (ankle  on  infant). 

b.  Tie  one  tii^tg  to  righv,  arm  just  below  elbow. 

8.  Place  arms  over  chest.  Pad  wrists  with  cot-ton  or 
cellulose  and,  using  3"  roller  gauze  bandage / 
loosely  bandage  wriists  together  to  prevent  bruising 
or  injury  of  arms  or-  hands. 

9.  Place  clean  sheet  diagnonally  under  body.     Fold  up-  - 
per  corners  over  head,  lower  corner  over  feet,  bring 
side^i'  over  to  completely  cover  body.     Secure  with 
safety  pins. 
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CARE  OF  THE  DEAD  (Continued) 


PKOCEDURE  (Continued) 

10.  Pin  third  Identification  tag  to  outside  of  sheet. 

11.  Place  body  on  stretcher.  Cover  with  second  sheet. 

12.  Notify  morgue  watch. 

13.  Transfer  body  to  morgue  with  as  little  disturbance 
to  other  ward  patients  as  possible. 

14.  Inventory  and  Itemize  patient's  personal  effects. 

a.  Commissioned  officer  patient  -  two  commissioned 
officers. 

b.  Enlisted  man  and  other  patients  -  one  commis- 
sioned officer  and  one  petty  officer. 

15.  Record  on  Nursing  Notes  time  of  deaths  neune  of  meJ,- 
Ical  officer  who  pronounced  death,  and  name  of  person 
who  itemized  personal  effects* 

POINTS  TO  EMPHASIZE 

1*  Check  local  hospital  Instructions  for  specific  pro- 
cedure. 

2.  Notify  immediately  all  approplrate  officers. 

3.  Use  medical  aseptic  technique  in  handling  linen, 
equipment  and  body  if  patient  died  of  active  com- 
municable disease.     Write  COMMUNICABLE  DISEASE  in 
large  letters  on  Identification  tags. 

4.  A  morgue  or  shroud  box  containing  yll  necessary  sup- 
plies should  be  available  to  each  ward. 

5.  Before  initiating  procedure,  family  should  have  op- 
portunity to  view  body. 

CARE  OF  EQUIPMENT 

1.  Replenish  Morgue  Box  and  stow  in  proper  place. 

2.  Clean  unit. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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CARE  OF  UNIT  UPON  DISCHARGE  OF  PATIENT 

PURPOSE 

To  provide  a  clean  and  sanitary  environment  for  next 
patient » 

EQUIPMENT 

Basin  of  hot  water 
Soap  or  detergent 
Cleaning  cloths 
Cleanser 
Linen  hanger 
Complete  set  of  linen 

PROCEDURE 

1*  Strip  bed; 

a.  Remove  pillow,  strip  and  place  on  chair. 

b.  Loosen  and  remove  bed  clothes. 

c.  Remove  the  mattress  cover.   (Plastic  covers  are 
not  removed.  They  are  washed  on  the  bed  and  wiped 
dry.) 

d.  Place  all  soiled  linen  in  hamper. 

e.  Remove  bed  tags  if  on  bed. 

2.  Wash  bed,  bedside  locker  and  chair: 

a.  Pill  basin  half  full  of  hot  water.  Add  soap  or 
detergent  as  directx3d. 

b.  Wipe  mattress  with  damp  cloth. 

c.  Wash  springs  and  coils.    Raise  the  head  and  foot 
of  bed  and  wash, all  rods  under  the  springs  and 
bed  frame  dry. 

d.  Wipe  pillow  with  daitq?  cloth. 

e.  Wash  bedside  locker.  Empty  drawer  and  wash. 

f .  Wash  chair. 

3.  Retiurn  wash  ^asin,  bed  pan,  emesi^  basin,  etc.  to 
CSR  if  sterilization  is  necessary.    Discard  dispos-* 
able  items. 

4.  Make  bed.  Straighten  unit.  Empty  wastebaskets. 

5.  Swab  the  deck. 
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CARE  OF  UNIT  UPON  DISCHARGE  OF  PATIENT  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Two  people  can  remove  and  put  on  a  mc^ttress  cover 
easier  than  one  person.     Seek  assistance. 
,   2.  Do  NOT  use  washclothes  or  towels  for  cleaning. 

3.  Use  care  in  removing  bed  linen.     Lift  mattress  with 
one  hand;  pull  out  linen  with  other  hand. 

4.  Cotton  blankets  are  sent  to  the  latindry  with  other 
linen.     Check  local  hospital  policy  for  the  care  of 
wool  blankets. 

5.  Pillows  should  be  protected  ^^^ith  a  plastic  cover. 
Unprotected  soiled  pillows  are  sent  to  the  laundry 
and  handled  according  to  local  hospital  policy. 

CARE  OF  EQUIPMENT 

Wash,  rinse  and  dry  basin.  Put  away  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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in 

ASSISTING  WITH  THERAPEUTIC  MEASURES 
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TABLE  OF  EQUIVALENTb 


WEIvSHTS 


Metric 

App  roximate 

Apothecary 

30.  Gm. 

1  oz 

1.  Gm, 

15  gr. 

0.  1  Gm. 

1  1/2  gr. 

60.  mg. 

1  gr. 

30.  mg. 

1/2  gr. 

15.  mg. 

1/4  gr. 

10.  mg. 

1/6  gr. 

8.  mg. 

1/8  gr. 

0.  6  mgr 

1/100  gr. 

0.  4  rr 

1/150  gr. 

0.  3  r  5. 

1/200  gr. 

LIQUID  MEASURES 

1000  cc.  1  qt. 

500  cc.  1  pt. 

3  2  cc.  1  fl.  oz. 

16  cc.  1/2  fl.  oz. 

5  cc.  1  fl.  dr. 

1  cc.  15  minims 
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ADMINISTRATION  OF  ORAL  MEDICATIONS 


PURPOSE 

To  promote  health  * 

To  cure  disease 

To  relieve  pain  or  discomfort 

EQUIPMENT 

Medicine  tray  or  cart 

Disposable  medicine  cups  or  souffle  cups 

Teaspoons 

Paper  cups 

Paper  wipes 

Pitcher  of  water 

Drinking  tubes  or  straws 

Medication  cards 

PROCEDURE 

1.  Wash  hands. 

2.  Unlock  medicine  cabinet. 

3.  Ass€5mble  all  medicine  cards  to  be  used  for  the 
specific  time. 

4*  Arrange  cards  in  sequence  similar  to  placement  of 
the  patients  on  the  ward.     Place  cards  face  down. 

5.  Take  first  card.    Locate  and  remove  medicine  from 
shelf. 

6.  Read  label.     Compare  label  with  card. 

7.  Place  medicine  in  disposable  medicine  cup  or 
souffle  cup  and  place  on  tray  with  card. 
Read  label. 

8.  Wipe  rim  of  bottle  if  liquid  medication  is  being 
poured.  Return  to  shelf  reading  label  for  third 
time. 

9.  Repeat  steps  5-8  until  all  medicines  are  poured. 

10.  Carry  tray  to  ward. 

11.  Identify  patient: 

a.  READ, bed  tag  -  compare  with  medicine  card. 

b.  Chech  patient's  identification  bracelet  with 
medicine  card. 

c.  Ask  patient  his  name.     Compare  with  medicine 
card. 
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ADMINISTRATION  OF  ORAL  MEDICATIONS  (Continued) 


PROCEDURE  (Continued) 


Rtmovin9  Tablet  From  Bottle. 


-Pourin9  Liquid  Medication. 


•Correct  AnSie  of  Medicine  Dropper. 


12.  Give  medication  to  patient.     Give  water  un- 
less contraindicated. 

13.  Stay  with  patient  until  medication  has  been 
taken. 

14.  Place  disposable  medicine  cup  or  souffle 
cup  to  one  side  of  tray.     Turn  medicine 
card  face  down  on  tray. 

15.  Repeat  steps  11  -  14  for  remaining  medica- 
tions. 

16.  To  chart  medications,  follow  the  instruc- 
tions for  Medication  Administration  Record, 
pages  128  A  and  B. 

17.  Unusual  cr  specific  patient  response  to 
medications  should  be  recorded  on  tha 
Nursing  Notes  (SF  510). 

18.  Return  medications  cards  to  board  in  cor- 
rect order. 

19.  When  a  medication  is  discontinued,  the  card 
is  destroyed,  the  order  is  crossed  off  the 
Nursing  Care  Plan  I   (NavMed  6550/1) .  On  the 
Medication  Administration  Record   (MAR) ,  can- 
cel out  and  bracket  remaining  squares  for 
that  day,  follow  with  "stopped",  date  and 
initials . 

POINTS  TO  EMPHASIZE 

1.  Discontinue  conversation  with  others  while 
checking  medication  cards  and  preparing 
medications. 

2.  Never  give  a  medication  from  an  unlabeled 
bottle  or  one  that  is  illegibly  marked. 

3.  Do  not  give  a  medication  prepared  by  another 
person. 

4.  Pills,  tablets  or  capsules  must  not  be  touch- 
ed with  hands.     Transfer  correct  dosage  from 
bottle  cap  to  medicine  glass. 

5.  In  giving  powders,  measure  with  a  spoon  into 
a  medicine  glass,  add  water  and  stir. 

6.  In  pouring  liquids,  always  be  sure  to  read 
directions  on  bottle  and  pour  away  from  the 

'  side  which  js  labeled.     Clean  top  of  bottle 
with  paper  wipes. 

7.  Liquids  should  be  measured  at  eye  level. 

8.  Irons,  acids  and  iodines  are  given  after 
meals,  w6ll  diluted  and  through  a  drinking 
tube. 
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RDMINISTRftTION  OF  ORAL  MEDICATIONS  (Continued) 


POIMTS  TO  EMPHASIZE  (Continued) 

9.  Cough  medicines  are  given  after  all  other  medica- 
tions are  taken  and  are  administered  undiluted  and 
not  followed  by  water. 

10.  Pills  should  not  be  left  at  the  bedside  unless  so 
specif i.ed  by  Medical  Officer orders. 

11.  Refer  to  Table  of  Equivalents,  when  orders  are  writ- 
ten in  a  different  system  than  that  used  on  the  bottle 
or  vial  of  medication. 

12.  Do  not  smoke  while  preparing  or  administering  medica- 
tions • 

NOTE:     In  giving  medications  by  the  sublingual  route: 

1.  Instruct  the  patient  to  place  the  pill  under  his  tongue 
and  allow  it  to  dissolve. 

2.  No  water  should  be  taken  with  medication. 

CARE  OF  EQUIPMENT 

1.  Discard  disposable  medicine  cups  and/or  souffle 
cups. 

2.  Clean  rest  of  equipment  as  necessary  and  reset  tray. 
ADDITIONAL  INPORM/XTION  FOR  THIS  ACTIVITY 


ERIC 
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ADMINISTRATION  OF  SUBCUTANEOUS  INJECTION 


PURPOSE 

To  introduce  a  small  amount  of  drug  in  sterile 
solution  under  the  skin. 

EQUIPMENT 

Sterile  syringe 

Prescribed  medication 

Sterile  needle  23  gauge  3/4"  length 

Alcohol  sponges 

Ampule  of  sterile  saline 

Ampule  file 

Sterile  2x2  gauze  sponges 
PROCEDURE 

1.  Wash  hands. 

2.  Read  medication  card  carefully  for  name  of  medica- 
tion and  dosage. 

3.  Procure  medication  and  read  label  3  times. 

4.  Prepare  medication  as  follows: 

a.  Assemble  syringe  and  needle  using  aseptic 
technique. 

b.  Prepare  medication  in  the  following  manner: 

(1)  If  medication  is  in  an  ampule: 

(a)  Wipe  file  and  neck  of  ampule  with 
alcohol  sponge. 

(b)  File  neck  of  ampule. 

(c)  Wrap  ampule  with  gauze  sponge  and 
break  off  top. 

(d)  Insert  needle  through  opening  and 
withdraw  medication. 

(e)  Discard  ampule. 

(2)  If  medication  is  in  rubber  stoppered  vial: 

(a)  Cleanse  top  with  alcohol  sponge. 

(b)  Inject  amount  of  air  into  vial  equal  to 
amount  of  medication  to  be  withdrawn. 

(c)  Witndraw  prescribed  amount  of  medica- 
tion. 

(d)  Pull  needle  out  of  rubber  stopper. 

(3)  If  medication  is  in  tablet  form: 

(a)  Remove  tablet  from  container  and  place 
in  syringe  using  aseptic  technic. 
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ADMINISTRATION  OF  SUBCUTANEOUS  INJECTION  (Continued) 


PROCEDURE   (Continued ) 

3. 

(b)  Cleanse  and  open  ampule  of  sterile 
saline  in  manner  described  in  b, 
(1)    (a)  through  (e) ,  withdrawing 

1  cc  of  solution* 

(c)  Rotate  syringe  gently  to  dissolve  tab- 
let. 

(d)  Cover  needle  with  disposable  needle 
sheath. 

(e)  Place  syringe  and  alcohol  sponge  on 
tray  with  medication  -^ard  and  take 
to  patient's  bedside. 

5.  Identify  patient: 

a.  READ  bed  tag  and  check  with  medication  card. 

b.  CHECK  identification  band  with  medication  card. 

c.  Ask  patient  his  name*  Compare  with  card. 

6.  Tell  patient  what  you  are  going  to  do. 

7.  Cleanse  site  of  injection  with  alcohol  sponge. 

8.  Hold  syringe  upright.     Expel  air  bubbles. 

9.  Grasp  ^'m  firmly  at  either  side  of  injection  site 
with  thiimb  and  forefinger  of  left  hand.  Lift  up 
tissue  to  form  cushion. 

10.  Insert  needle  quickly  at  45  degree  angle. 

11.  Draw  back  on  plunger.  If  no  blood  appears  in  syringe, 
inject  solution  without  force.  (If  blood  appears,  re- 
move needle  and  apply  pressure) . 

12.  Place  alcohol  sponge  over  needle.     Remove  needle  quick- 
ly.    Massage  site  of  injection  unless  contraindicated. 

13.  Record  medication  and  site  of  injection  on  Medication 
Administration  Record  (MAR). 

POINTS  TO  EMPHASIZE 

1,  Identify  patient  by  identification  band,  bed  tag,  and 
asking  patiei:\  his  name. 

2.  For  tablets  diificult  to  dissolve,  heat  ampule  of  ster- 
ile saline  in      sin  of  hot  water  before  using. 

CARE  OF  EQUIPMENT 

1.  Break  off  tips  of  needle  and  syringes. 

2.  Dispose  of  needle  and  syringe  according  to  local 
instruction. 
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ADtSINISTIWTION  OF  SUBCUTANEOUS  INJECTION  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ADMINISTRATION  OF  INTRAMUSCULAR  INJECTION 


PURPOSE 

To  introduce  a  small  eurount  of  medication  into  the 
muscle. 

EQUIPMENT 

Sterile  syringe 

Prescribed  medication 

Sterile  needle,  21  gauge  1  1/4"  longth 

Alcohol  sponges 

Ampule  of  Sterile  Saline 

Ampule  file 

Sterile  2x2  gauze  sponges 

procedure' 

1.  Read  medication  card  carefully  for  medication  and 
dosage • 

2.  Procure  medication  and  read  label  three  times. 

3.  Assemble  syringe  and  needle  and  prepare  medica- 
tion using  aseptic  technique  as  described  on  page 
120,  subcutaneous  injection  procedure. 

4.  Place  syringe  and  alcohol  sponge  on  tray  with 
medication  card  and  take  to  bedside. 

5.  Identify  patient: 

a.  READ  bed  tag  and  compare  with  medication  card. 

b.  CHECK  identification  band  with  medication  card* 

c.  ASK  patient  his  name.  Compare  with  card. 

6.  Tell  patient  what  you  are  going  to  do. 

7.  Cleanse  site  of  injection  with  alcohol  sponge. 

a.  Lateral  thigh. 

b.  Upper  outer  quadrant  of  the  buttock. 

c.  Deltoid  muscle. 

8.  Hold  syringe  upright  and  expel  air  bubbles. 

9.  Make  firm  cushion  of  flesh  at  injection  site;  insert 
the  needlo.  quickly  at  a  90^  angle. 

10.  Draw  back  on  plunger  and  if  no  blood  appears  in 
syringe,  slovrly  inject  medication. 

11.  Place  alcohol  sponge  over  site  of  injection*  Quick.ly 
remove  needle.    Massage  site  of  injection  unless  con- 
traindicated. 

12.  Record  medication  and  site  of  injection  on  Medication 
Administration  Record  (MAR) . 

POINTS  TO  EMPHASIZE 

1.  Check  directions  on  ''DRUG  CIRCULT^"  for  administra-- 
tion  and  information. 
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ADMINISTRATION  OF  INTRAMUSCULAR  INJECTION  (Continued ) 


CARE  OF  EQUIPMENT 

1.  Break  off  tips  of 

2.  Dispose  of  needle 
local  instruction 

ADDITIONAL  INFORMATION  FOR 


needle  and  syringe. 

and  syringe  according  to 

THIS  ACTIVITY 
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MID-PORTION  VASTUS  LATERALIS 


ERIC 
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ADMINISTRATION  OF  SUPPOSITORIES  AND  OTHER  SOLID  RECTAL 

MEDICATIONS 


PURPOSE 

To  introduce  a  medication  per  rectum  in  order  to  pro- 
duce a  local  and/or  systemic  effect, 

EQUIPMENT 

Medication 

Rectal  glove/finger  cot 
Water  soluble  lubricant 
Toilet  tissue 
Paper  towels 

PROCEDURE 

1.  Check  medication  card  for  medication  and  dosage, 

2.  Obtain  medication.    Assemble  equipment  and  take 
to  bedside. 

3.  Identify  patient. 

ao  READ  bed  tag  and  compare  with  medication  card 

and  identification  band, 
b.  ASK  patient  his  name  and  compare  with  card. 

4.  Tell  patient  what  you  are  going  to  do. 

5.  Have  patient  turn  on  side. 

6.  Put  on  rubber  glove  or  finger  cot. 

7.  Expose  rectum. 

b.  Lubricate  medication  if  necessary. 

9.  Insert  medication  gently  into  rectum.  Advance  it  as 
far  as  possible  with  the  index  finger, 
lu.  Apply  pressure  over  anus  until  patient  has  no  desire 
to  expel  medication. 

11.  Clean  rectal  area  with  toilet  tissue. 

12.  Remove  glove  or  cot.  Place  in  paper  towel. 

13.  Leave  patient  comfortcible. 

14.  Wash  hands. 

15.  Record  medication  on  Medication  Administration  Record 
and  patient's  response  to  medication  on  Nursing  Notes 
(SF  510). 

POINTS  TO  EMPHASIZE 


When  using  a  capsule,  perforate  both  ends  with  a  pin. 
Lubricate  before  inserting. 
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ADMINISTRATION  OP  SUPPOSITORIES  AND  OTHER  SOLID  RECTAL 
 MEDICATIONS  (Continued)  

CARE  OF  EQUIPMENT 

Discard  disposedsle  glove  or  finger  cot. 

T^DITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INSTRUCTIONS  FOR  MEDICATION  ADMINISTRATION  RECORD 
PURPOSE 

To  provide  a  complete,  concise  record  of  patient's 
past  and  present  medications. 

GENERAL  INFORMATION 

1.  Insert  identifying  data  in  lower  left  corner  of 
MAR  using  addre;3sograph  plate. 

2.  Scheduled  medication  orders  are  transcribed  on 
front  of  MAR  from  Doctors  Orders;  single  order, 
preoperative,  varicible  dose  and  PRN  medications 
are  entered  on  back  of  MAR  from  the  Medication- 
Treatment  card  after  administration. 

3.  If  kept  filsewhere  return  MAR  to  patient's  chart 
when: 

a.  Filled  for  a  seven-day  period  on  either  side 

b.  Patient. is  discharged  or  placed  on  rehabili- 
tation status  with  all  medications  discontinued 

c.  Patient  is  transferred  to  another  ward 

d.  Patient  is  referred  for  consultation  to  another 
service,  department  or  clinic 

RECORDING  OF  SCHEDULED  MEDICATIONS 

1..  Order  Date  column:     Enter  date   (month,  day,  year) 
order  is  written. 

2.  Medication  column:     Enter  medication,  dosage  fre- 
quency, route  of  administration  and  any  special 
precautions . 

3.  Hours  column:  Start  with  earliest  military  time 
after  2400  and  list  vertica'^^^ly  the  hour  or  hours 
medication  is  to  be  given.     Use  a  new  line  for  each 
dose  given.     Separate  medications  by  drawing  a 
heavy  line  under  last  entry  and  across  entire  page. 
Enter  next  medication  below  last  line  used. 

4.  Dates  Given  column:     On  day  order  is  written,  enter 
month  and  date  horizontally  across  page. 

a.  All  vacant  fiquares  preceding  the  first  dose  are 
cancelled  o\:tt  with  an  "X". 

b.  When  a  medication  is  given  every  other  day  or 
for  a  specific  number  of  days,  cancel  out  all 
squares  corresponding  to  the  days  it  is  not 
given. 
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INSTRUCTIONS  FOR  MEDICATION  ADMINISTRATION  RECORD  (Continued) 


RECORDING. OF  SCHEDULED  MEDICATIONS  (Continued) 

After  medication  is  given,  enter  initials  in  column 
below  the  appropriate  dc^te  and  across  from  the  cor- 
rect time.  Enter  initials,  signature  and  title  (LCDR, 
HN,  RN,  LPN)   in  Initial  Code  section. 

Place  an  "L"  in  the  proper  date  and  time  square,  if 
medication  was  not  given  to  a  patient  on  liberty 
status.     Make  notation  in  Nursing  Notes  that  patient 
is  on  liberty. 

If  a  medication  is  not  given  for  any  reason  other 
than  liberty,  place  an  asterisk  (*)   in  the  appropri- 
ate date  and  time  square  and  enter  note  of  explana- 
tion, preceded  by  an  asterisk,  in  the  Nursing  Notes. 

If  a  medication  is  discontinued,  cancel  out  and  brack- 
et remaining  squares  for  that  day,  fellow  with  '.'STOP- 
PED", date  and  initials. 

UNIQUE  ORDER  MEDICATIONS 

1.  See  sample  MAR  for  recording  Digitalis  Preparations^ 
Insulin  Administration  According  to  Sliding  Scale  - 
and  Anticoagulant  Therapy. 

2.  Decreasing  Dosage  Medications 

In  Medication  column  enter  dosage,  freqviency,  route  of 
administration  and  duration;  in  Hours  column  the  hours 
medication  is  to  be  given;  and  dose  in  the  squares 
corresponding  to  correct  hours. 

After  medication  is  given,  initials  are  noted  i'i  the 
square  for  appropriate  date,  time  and  dosage. 

3.  Q  1  Hour  Medications 

Record  medication.     In  Hours  column  use  three  lines 
to  note  the  tour  of  duty  hours:   0700  -  1500;  1500  - 
2  300;   2300  -  0700.  At  the  completion  of  a  tour  of 
duty,  individual  responsible  for  giving  qlh  medica- 
tions initials  the  appropriate  square  under  the  date. 
If  any  doses  were  omitted,  put  initials  and  an  as- 
terisk (*)  in  the  square  and  a  corresponding  asterisk 
and  explanation  in  the  Nursing  Not<>.5. 
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INSTRUCTIONS  FOR  MEDICATION  ADMINISTRATION  RECORD  (Continued) 


UNIQUE  ORDER  MEDICATIONS  (Continued) 

4.  Q  2  Hour  Medications 

Record  medication,  dosage  and  route.  Indicate 
whether  it  is  given  on  odd  or  even  hours.  Fill 
in  the  Hour  column  in  the  same  manner  as  for  qlh 
medications. 

RECORDING  OF  OTHER  MEDICATIONS 

For  Single  Order,  Preoperative,  PRN,  and  Variable  Dose 
medications,  follow  instructions  for  recording  sched- 
uled medications  and  refer  to  Sample  MAR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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NA VMEO  9BW$  { 1 1-72} 

MEDICAL  RECORD 


SAMPLE 


MEDICATION  ADMINISTRATION  RECORD 


ftCHCOULCO  DRUGS 


OATK 


MKOICATlOM'OOmAOK-FfVCQUKKCV 
nOUTB  OF  AOMINttTMATION 


1100 


noQ 


MONTH 


DATES 
GIVEN 


'I? 


'ho 


'In 


0100 


(GLUCOSE      -10  {J  fiec  5.  c. 


//oo 


IGQO 


J38.  ' 


TQ  Run  irt  .^0^t4O  Miii 


ItOO 


3£& 


jam. 


3  7r4f^  t'.  oA  nJ^^tAss^ 
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SINGLC  DO$E< 
PRE  -DF  PRH 

ft  variable 

DOSE  DRDEAS 
SEE  REVERSE 


NAVMEO  6660/8  111-72) 


SAMPLE 


SCHEDULED  DRUGS 

MONTH    THii       la   ^3  ^TvE^^ 

OIVOCR 
OATK 

MSDIC  ATtON-OOSAGC-FflKQCI  CNCV 
ROUTft  OF  AOMINrtTMATlON 

HOURS 

% 

IS 

7(7 

CO 

^  C 

0900 

m 

0  9ao 

X 

X 

M 

none. 
X 

(HHQ 

TlM(=  Gr\>/eH 

/¥O0 

'THiTltiLS 

— 

sf-.ti 

OPC^onoN  nec.  Oosa&E 

X 

MR 

X 

X 

X 

OLQO 

V 

-  ^  A  1 

■ 

1000 

X 

X 

X 

X 

\- 

i:ioo 

X 

X 

X 

X 

IW 

X 

X 

<^ 

MVx 

m 

X 

\//43/73 

^     r//^  Z?/c 

JjR 

X 

X 

AW 

X 

ma 

X 

X 

INITIAL  CODE 


INITIAL 

FULL  SIGNATURE  ft  TITLt 

INITIAk. 

FULLSIGNATURC  *  TITLC 

INITIAL 

FULL  SIGNATURE  ft  TITLC 

M- 

1- — - 

JP 

MP 

05 

JJcjvkjJI  JL%jtZi.  QLirHK 

AOORCSSOGRA^H  FLATU 

WARD  NO 

13U 


SINGLE  OOSE. 
PRE  OP  PRN 
&  VARIABLE 
DOSE  ORDERS 
SEE  REVERSe 


SAMPLE 

MEDfUAllON  ADMIN8STRATI0N  RECORD  {Back) 


SINGLE  ORDERS  -  PRE  OPERATIVE 


MEDIC  ATION-OOSAOK 
f90UTC  OF  AOMinrSSTRATION 


OATK  TIMC 


MCOI  CATION -DOS  AGE 
ROUTK  or  ADMINISTRATION 


OATC         TIMS  INITIAU 


DUCOLflK  SOP£^ 
"PR£'0P" 


PHFHPdMirt 


0(^00 


IE. 


PRN  AND  VARIABLE  DOSE  MEnCATIONS 


OROKR 
OATK 

MCDICATION-DOtAai 
FMCOUENCT 
ftOUTC  or  AOMIMIVTItATION 

OOSCS  GIVEN 

DATE 

n 

TIME 

1Q3Q 

0H3L 

h 

TOP 

lUL 

>^ 



DOSE 

-  - 

INIT 

DATE 

lift 

Ills 

Hit 
'a 

'5 

a^p5  r-Tfo 

TIME 

(930 

II3Q 

f'RH  PAIH^ 

DDSE 

r 

If 

r 

r 

r 

INIT. 

m 

DEMEROL  lOOlruj 

DATE 

'ho 

TIME 

mo 

5P\^ae  PAIN 

DOSE 

• — 

INIT 

m 

DATE 

TIME 

DOSE 

INIT 

DATE 

TIME 

DOSE 

INIT. 

DATE 

TIME 

DOSE 

INIT. 

DATE 

TIME 

DOSE 

I.JIT. 
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ADMINISTRATION  OF  MOISTURIZED  OXYGEN  THERAPY  TO  PATIENT 
WITH  TRACHEOSTOMY  TUBE 

PURPOSE 

To  administer  moisturized  oxygen  in  higher  concentra- 
tion than  is  available  in  the  atmosphere. 

EQUIPMENT 

Oxygen  supply  with  nebulizer 
Tracheostomy  mask 
Large  bore  oxygen  tubing 
"No  Smoking"  sign 

PROCEDURE 

1.  Wash  hands. 

2.  Explain  procedure  to  patient. 

3.  Turn  oxygen  supply  onto  prescribed  volume. 

4.  Place  tracheostomy  mask  over  tracheostomy  tube. 
Secure  mask  in  place. 

5.  Connect  large  bore  oxygen  tubing  to  tracheo.jtomy 
mask.    Connect  other  end  of  tubing  to  oxygen  sup- 
ply and  nebulizer. 

6.  Observe  precautions  as  required  for  any  oxygen 
administration. 

POINTS  TO  EMPHASIZE 

1.  Warm,  dry  air  is  irritating  to  the  tracheal  mucosa. 
During  oxygen  therapy  a  nebulizer  must  be  used. 

2.  Do  net  fasten  mask  too  tightly  around  stoma  and 
neck. 

3.  Tubing  should  be  emptied  of  moisture  periodically 
as  necessary. 

4.  The  tracheostomy  mask  is  made  of  clear  plastic  and 
has  an  unstoppered  hole  for  suctioning  the  patient. 

5.  Tubing  and  mask  should  be  changed  at  least  weekly. 

CARE  OF  EQUIPMEi^T 

1.  Turn  off  oxygen. 

2.  Detach  tubing  from  oxygen  supply  and  nebulizer. 

3.  Clean  equipment  according  to  local  hospital  policy. 
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ADMINISTRATION  OF  MOISTURIZED  OX^'GEN  THERAPY  TO  PATIENT 
WITH  TRACHEOSTOMY  TUBE  Continued) 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TRACHEOSTOMY  MASK 
FOR  ADMINISTRATION  OF 
MOISTURIZED  OXYGEN 


UNSTOPPERED  HOLE  FDR  SUCTIONING 
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STEAM  INHALATIONS 


PURPOSE 

To  introduce  plain  or  medicated  steam  into  the  up 
per  respiratory  tract. 
To  relieve  corgestiun. 

EQUIPMENT 

Vaporizer 

Medication  if  ordered 
Water 

PROCEDURE 

1*  Tell  patient  what  you  are  going  to  do. 

2.  Close  room  windc^'Ts  and  doors. 

3.  Fill  bottle  on  vaporizer  co  the  water  line. 

4.  Place  r.Lodicati -in  in  vapori-:er  cup  as  ordered. 
V     5.  Roll  vaporizer  to  bedside.  Place  3-prong 

safety  plug  into  grounded  wall  outlet. 

6.  Turn  vaporizer  on.    Direct  steam  toward  '  e 
patient's  head. 

7.  Continue  treatment  as  ordered. 

8.  Record  tlme^  medication  used,  and  effect  of 
treatment  on  }-dtlei.*t. 

POINTS  TO  E?-1PHASI2E 

1.  Prevent  burning  the  patient.    Keep  vaporizer 
12  -  Ifi  inches  away  from  the  patient. 

2.  Ch^nk  water  level  frequency  so  that  the  bottle 
does  not  become  empty. 

CARE  OF  EQUIPMENT 

1.  Empty  water  jar  and  medication  cup,  and  wash 
thoroughly. 

2.  Recoil  cord  around  handle  of  vaporizer. 

3.  Return  to  proper  storage  place. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ADMINISTRATION  OF   INTRAVENOUS  FLUIDS 


PURPOSE 

To  introduce  large  amounts  of  fluid  into  the  vein. 

To  supply  medication  and  fluids  to  the  body. 

To  increase  the  blood  volume. 

To  supply  nourishment  to  the  body. 

EQUIPMENT 

I.V.  Standard 

Solution  and  medications  ordered 
Tray  with: 

Disposable  intravenous  set 

Sterile  needles  in  individual  packages 

Two  18  gauge,  1  1/2"  length  for  airway 

Two  20  gauge,  1  1/2"  length 

Two  21  gauge,  1  1/4"  length 

Two  19  gauge,  butterfly  needles 

Two  21  gauge,  butterfly  needles 

Two  16  gauge,  medicut  needles 

Two  18  gauge ^  medicut  needles 

Two  20  gauge,  medicut  needles 
Roll  of  adhesive  tape,  scissors 
Roll  of  2"  or  3"  gauze  bandage 
Sterile  5  cc.  syringe 
Sterile  2  cc.  syringe 
Alcohol  sponges 
Ampule  file 
Tourniquet 
Curved  Basin 
Padded  arm  board 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do.  Make 
him  comfortable.  Remove  pa jama  sleeve  from 
arm  to  be  used. 

2.  Wash  hands. 

3.  Prepare  equipment: 

a.     Obtain  prescribed  solution.     Hold  bottle 
to  light.     Solution  should  be  clear  and 
without  sediment.     Remove  metel  collar 
and  cap  from  bottle  top.    Wipe  top  with 
alcohol  sponge. 
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ADMINISTRATION  OF  INTRAVENOUS  FLUIDS  (Continued) 
PROCEDURE  (Continued) 
3. 

b.  If  medication  is  to  be  added  to  solution: 

(1)  Before  adding  any  medication,  ascertain 
that  it  is  one  that  may  be  administered 
by  nursing  service  personnel. 

(2)  Draw  correct  amount  of  medication  into 
sterile  syringe  and  inject  into  bottle 
or  give  to  ward  medical  officer  to  in- 
ject. 

(3)  Label  bottle  with  patient's  name  and 
amount  of  medication  added. 

c.  Place  needle  in  airway  outlet  if  required. 

d.  Remove  the  protective  cap  from  drip  regulator. 
Insert  drip  regulator  into  large  depression  of 
the  rubber  stopper. 

e.  Hang  bottle  on  standard. 

f .  Put  the  tourniquet  in  place  -  do'  not  tighten. 

g.  Cleanse  site  of  injection  with  alcohol  sponge. 

h.  Remove  protective  cap  from  needle  adapter. 
Allow  solution  to  run  through  tubing  into 
curved  basin  until  all  air  bubbles  have  been 
expelled.     Clamp  tubing. 

i.  Attach  selected  needle, 
j.     Tighten  tourniquet. 

k.     The  needle  is  inserted  into  vein. 

1.     Release  tourniquet  and  unclamp  tubing. 

m.     Regulate  the  flow  as  ordered. 

(1)     Calculation  of  drops  per  minute  when  the 
ward  medical  officer  specifies  a  time 
limit. 

(a)  Amount  of  solution  divided  by  hours 
equals  cc's/hour. 

(b)  cc's/hour  divided  by  60  minutes  equals 
cc • s/minute . 

(c)  cc' s/minute  multiplied  by  15  drops 
equals  drops/minute. 

n.     Secure  the  needle  in  place  with  adhesive  strips 
and  pad  neevile  hub  with  cotton  as  needed. 
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ADMINISTRATION  OF  INTRAVENOUS  FLUIDS  (Continued) 


PROCEDURE  CContinued) 


4.  If  more  than  onp  bottle  of  fluid  is  ordered: 

a.  v,)btain  the  prescribed  solution  and  check  label 

with  order. 

b.  Remove  metal  collar  and  cap.    Wipe  top  with 

alcohol  spon'^t**.    Lnsert  needle  i;i  airway  outlet. 

c.  Clamp  tubing.    Rexacve  drop  regulator  from 

original  bottle.    Ii. sert  into  new  bottle. 

d.  Unclamp  tubing  and  a'Jjust  flow. 

5.  When  treatment  is  completed: 

a.  Clamp  tubing. 

b.  Remove  adhesive  tape. 

c.  Place  sterile  alcohol  sponge  over  needle.  With- 

draw needle.    Apply  pressure  over  Bite  of  in- 
jection until  bleeding  stops. 

d.  Gently  flex  forearm  to  exercise  muscle  ^ 

6.  Record: 

a.  In  Nursing  Notes: 

(1)  Time  therapy  was  started  with  the  :ype  and 
amount  of  solution  and  medication  ad- 
ministered and  by  whom  started. 

(2)  Time  therapy  was  discontinued  and  any 
unu'^ual  obst^rvations  or  occurrences  while 
fluids  were  being  administp»"ed, 

b.  On  Intake  and  Output  sheet; 

(1)   Time  started  and  solution  and  amount 
absorbed. 

POINTS  TO  EMPHASIZE 

1.  Hold  solution  bottle  up  to  light  before  administering. 

Solution  should  be  clear  without  sediment. 

2.  When  needle  is  inserted  into  airway  outlet,  a  rush  of 

air  should  be  heard  entering  the  bottle.    Do  not  use 
bottle  ix  this  is  not  heard. 

3.  Check  solution  and  medication  with  Doctor's  Orders 
for  name,  s*ire>  .gth  and  amount  of  solution  ordered. 
When  medication  is  added  to  L  V.  solutions,  dis- 
coloration may  appear.    If  cloudiness  or  clumps 
appear,  do  not  use.    Check  with  pharmacy. 
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ADMINISTRATION  OF  INTRAVENOUS  FLUIDS  (Continued) 


POINTS  TO  EMPI  ASIZE 

4,  An  armboard  may  be  used  to  immobilize  patient's 
arm  if  necessary, 

5,  Watch  for  signr  of  reaction  or  infiltration  of 
fluids  into  tissues.     If  either  occur,  clamp 
tubing  and  notify  the  medical  officer, 

6,  When  blood  is  visible  in  plastic  adapter  or 
butterfly  tubing  th<   needle  is  in  the  vein, 

7,  Check  frequently  to  determine  if  cor^rect  rate 

of  flow  is  maintained  and  patient  is  comfortable, 

8,  If  unable  to  start  I,V.  after  two  attempts,  call 
for  assistance, 

CARE  OF  EQUIP?1ENT 

1,  Discard  disposable  equipment, 

2,  Restock  I,V,  tray, 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HYPODERMOCLYSIS 


PURPOSE 

To  supply  fluids  to  the  body. 

EQUIPMENT 

I.V.  Standard 
Solution  ordered 
I.V.  Tray  with: 

Disposable  Hypodermoclysis  set 

Alcohol  sponges 

Sterile  needles  in  individual  packages 

Two  -  22  gauge,  3"  length 

One  -  18  gauge,  1  1/  '  length  for  airway 
Adhesive  tape 

Sterile  4x4  gauze  sponges 
Curved  Basin 
Sheet 

Protective  pads 
Bandage  scissors 

PROCEDURE 

1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do.  Make 
him  cc»nf  or  table. 

3.  Prepare  equipment: 

a.    Obtain  prescribed  solution.  Hold  bottle 
to  light.    Solution  should  be  clear  and 
without  sediment.    Remove  metal  collar 
and  cap  from  bottle  top. 

b     Wipe  top  with  alcohol  sponge. 

c.  Place  needle  in  airway  outlet  if  required. 

d.  Remove  protective  cap  from  the  drip  regulator. 
Insert  drip  regulator  into  large  depression  in 
rubber  stopper. 

4.  Arrange  linen  to  expose  sites  of  injection. 

a.  Place  folded  sheet  over  chest,  abdomen,  and 
mid  thighs. 

b.  Fan  fold  top  2  inen  to  the  level  of  pati^int*s 
knees . 

c.  Plrce  protective  p.  ds  under  patient  from 
level  of  hips  to  knees. 
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HYPODERMOCLYSIS  (Continued) 


PROCEDURE  (Continued) 

5.  '  Hang  bottle  on  standard. 

6.  Cleanse  sites  of  injection  with  alcohol  s^Donges. 

Leave  sponges  in  place« 

7.  Remove  protective  caps  from  needle  adapters  and 

allow  solution  to  run  through  tubing  until  all  air 
bubbles  have  been  expeHed. 

8.  Attach  needles.    Allow  solution  to  run  through.  Clamp 

tubing. 

9*    Insert  needles  into  subcutaneous  tissues  of 
anterior  thighs. 

10.  Place  sterile  4x4  dressing  arovmd  the  hubs  of 

needles. 

11.  Unclamp  tubing  and  regulate  flow  at  rate  ordered. 
l/L.    If  additional  fluid  is  rrdered: 

a.  Obtain  prescribed  solution. 

b.  Remove  m'**'\l  collar  and  cap.    Wipe  top  'rith 

alcohol  sponge.    Insert  airway  needle. 

c.  Clamp  tubing.    Remove  drip  regulator  from 

original  bottle.    Insert  into  new  bottle. 

d.  Unclamp  tubing.    Adjust  flow  at  rate  ordered. 

13.  Clamp  tubiag  when  solution  has  been  administered. 

Remove  needles.    Cover  sites  of  injection  with  dry 
sterile  dressing. 

14.  Record: 

a.  In  Nursing  Notes:   Time  started  and  discontinued; 

type  and  amount  of  solution  adnrJnistered;  site 
used;  and  by  whom  started  and  discontinued. 

b.  On  Intake  and  Output  sh^et:   Time^  solution  and 

amount  administered. 

POINTS  TO  EMPHASIZE 

1.  Hold  Bol^'tion  bottle  up  to  light.    S'^lution  should  be 

clear  without  sediment. 

2.  When  needle  is  insert^^^d  into  the  airway  outleti  a  rush 

of  air  entering  the  bottle  should  be  heard. 

3.  Watch  the  site  of  injection.    If  area  becomes  hard, 

blanched  or  painful,  clamp  tubing  until  the  flviid 
is  absorbed  and  then  reopen  clamp. 
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HYPODERMOCLYSIS    (Contiliuer ) 
POINTS  TO  EMPHASIZE  (Continued) 

4.  Allow  solution  to  drip  no  faster  thar  the  rate 
ordered. 

5.  This  procedure  is  intended  to  be  utilized  for 
adults.     Hypodermoclysis  for  infants  and  children 
are  administered  by  the  ward  medical  officer. 

CARE  OF  EQUIPMENT 

1.  Rinse  non-disposable  needles  in  cold  water  and 
send  to  C.S.R. 

2.  Break  off  tips  of  disposable  needles  and  discard 
according  to  local  policy. 

3.  Discard  other  disposable  equipment. 

4.  Restock  tray. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


IVAC  I.V.  PUMP 


PURPOSE 


To  deliver  intravenous  fluids  at  an  accurate  number 
of  drops  per  minute  utilizing  an  electronic  sensing 
device. 


EQUIPMENT 


IVAC  Pump 

Drip  chamber  adaptor  and  sensor 
Prepared  I.V.  fluids 
Necessary  I.V.  tubing 
I.V.  standard 

PROCEDURE 

1.  Wash  hands. 

2.  Prepare  I.V.  fluids  as  described  in  directions  for 
intravenous  therapy,  page  136. 

3.  Plug  IVAC  pump  into  3-pronged  grounded  outlet. 

4.  Attach  drop  sensor  and  drip  chamber  adaptor  to 
drip  chamber. 

5.  Lift  pump  latch  release  handle  and  place  I.V.  tub- 
ing between  tubing  guide  posts  so  that  flow  direction 
is  left  to  right, 

6.  Close  and  latch  release  ha  idle. 

7.  Unclamp  I.V.  tubing. 

8.  Turn  drops-per-minute  digits  to  desired  number  of 
drops. 

9.  Turn  on  power  switch. 
10.  Depress  start  button. 

POINTS  TO  EMPHASIZE 

1.  IVAC  will  alarm  lad  shut  off  if  bottle  runs  dry 
or  if  selec\"ed  infusion  rate  cannot  be  m  .tained. 

2.  r>>eck  for  infiltration  freqeuently.     Tht   ^VAC  is 
a  higii  pressure  pump  and  will  not  shut  off  if  in- 
filtration occurs. 

3.  Always  shut  machine  off  to  change  flow  rate. 

4.  Move  tubing  up  or  down  at  least  once  a  day  through 
guide  posts  to  prevent  undue  strain  or  wearing  out 
of  tubing. 

CARE  OF  EQUTPMENT 

Discard  disposable  equipment. 

Wipe  IVAC  pump  off  to  prevent  dust  accumulation. 
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IVAC  I.V.  PUMP  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITf 
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IVAC  I.V  PUMP 


IV  LINE  TO 
BOTTLE 


( 

IVAC 

IVAC  500 

DROPS  PER  MINUTE 


o 

CROPS     START  ALARM 

© 

POWER 

oFFf    n  Ion 


S2C 


IV  LINE 
TO  PATIENT 


ASSISTING  WITH  A  BLOOD  TRANSFUSION 


PURPOSE 

To  increase  blood  volume  or  blood  constituents 
to  circulatory  system. 

EQUIPMENT 

Unit  of  Blood 

SF  518  f  Trariisf  usion  Form 

I.V.  Standard 

I.V.  Tray  with: 

Disposable  bicc^  transfusion  recipient  set  with 
filter  steriiv    v^eedles  in  individual  packages 

Two  18  gauge,  1  1/2"  length 

Two  20  gauge,  1  1/2""  length 

Two  16  gauge,  medicut  needles 

Two  18  gauge,  medicut  needles 

Two  20  gauge,  medicut  needles 

Sterile  2  cc.  syringe 

Alcohol  sponges 

Tourniquet 

Adhesive  tape 

Roll  of  2"  -  3"  gauze  bandage 
Curved  basin 
Padded  arm  board 
Scissors 

PjlC^CEDURE 

1.  Explain  procedure  to  patient. 

2.  Obtain  unit  of  blood  frcro  Blood  Bank. 

a.  Note  time  blood  is  received  on  ward. 

b.  Chec.t  identification  of  patient  verbally 
and  by  identification  band  anc>  compare  with 
name  on  blood  tags. 

c.  Compare  number  and  inforzcation  on  identification 
tag  of  bottle  or  bag  of  blood  and  blood  tag  on 
patitint's  bed  and  wrist  band.     These  must  be  the 
same.     If  there  is  any  discrepancy  in  any  of  data, 
call  the  Blood  Bank. 

d.  Check  number  on  blood  bottle  or  bag  with  number  on 
patient's  Blood  Transfusion  Fom  (SF-518)  . 

These  must  be  the  same. 

e.  All  identification  tagjs,  bottles  or  bags  of  blood 
and  SF-518  forms  must  be  checked  by  the  medical  of- 
ficer or  an  officer  certified  to  start  transfusion. 


r 


ASSISTING  WITH  A  BLOOD  TRANSFUSION  (Continued) 
PROCEDURE  (Continued) 

3.  Wash  hands. 

4.  Make  patient  comfortable.  Remove  pajama  sleeve 

from  arm  to  be  used. 

5.  Wipe  top  of  bottle  with  alcohol  sponge.    If  bag  of 

blood  is  used  see  assembling  instructions  (Page  148). 

6.  Puncture  outlet  diaphragm  several  times  with  a 

sterile  18  gauge  needle.    Insert  needle  into  airway 
outlet. 

7.  Remove  protective  covering  from  filtered  drip  reg- 

ulator and  insert  through  diaphragm  on  bottle  of  blood« 

8.  Hang  bottle  on  standard. 

9.  Remove  protective  covering  from  needle  adapter* 

Allow  blood  to  flow  through  tubing  into  basin. 

10.  Attach  needle  to  needle  adapter  at  end  of  tubing. 

11.  Assist  medical  officer  by: 

a.    Placing  tourniquet  on  patient's  arm. 

b«    Cleansing  site  of  injection  with  alcohol  sponge. 

12.  Medical  officer  will  make  venipuncture. 

13.  Open  clamp  on  tubing  after  medical  officer  releases 

the  tourniquet.  " 

14.  Apply  strips  of  adhesive  tape  to  secure  needle  in  place. 

15.  Regulate  the  flow  of  blood  as  prescribed  by  a  medical 

officer. 

16.  Watch  patient  very  closely  for  any  untoward  reaction 

to  the  transfusion. 

17.  Note  date  and  hour  transfusion  was  started  on  SF  518. 

18.  Upon  completion  of  transfusion: 

a.  Clamp  tubing.    Place  sponge  over  needle  and  re- 

move the  needle.    Apply  pressure  with  sponge 
at  site  of  ptmcture  and  flex  forearm  two  or  three 
times  to  exercise  muscles.    Make  patient 
comfortable. 

b.  Remove  corresponding  identification  tag  from  bed 

and  attach  to  t  mp^ty  bottle. 

c.  Any  untoward  reaction  is  recorded  on  both  copies 

of  SF  518  by  the  medical  officer. 
d<,    Attach  duplicate  SF  518  to  bottle  or  bag  and 

original  to  patient's  chart, 
e*    Return  empty  bottle  or  bag  with  tags  and  SF  518 

to  Blood  Bank  as  prescribed  locally. 
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ASSISTING  WITH  A  BLOOD  TRANSFUSION  (Continued) 


PROCEDURE  (Continued) 
f .  Record: 

(1)  On  both  copies  of  Blood  Transfusion,    (SF  518) 

(a)  Date  of  Transfusion,  time  started  and 
time  completed/ interrupted. 

(b)  Amount  received. 

(c)  Reaction • 

(d)  Signature  of  officer  starting  trans- 
fusion is  required  indicating  that  he 
has  verified  patient's  identification. 

(2)  On  Intake  and  Output  sheet   (DD  792) :  Time 
started  and  amount  of  blood  given. 

(3)  On  Nursing  Notes:     Date  and  time  blood  is 
started  and  completed,  by  whom  started  and 
discontinued,  description  of  reaction  if  any, 
and  amount  given. 

POINTS  TO  EMPHASIZE 

1.  Check  patient's  name  on  blood  unit  and  number  of  the 
unit  of  blood  with: 

a.  Patient's  wrist  band. 

b.  Blood  tag  on  patient's  bed  or  wrist  in  emergencies. 

2.  Blood  is  issued  from  the  Blood  Bank  to  Staff  personnel 
ONLY. 

3.  Blood  issued  and  not  used  shall  be  returned  to  the 
Blood  Bank  within  one  hour  of  issuing. 

4.  Blood  shall  NOT  be  storea  in  the  ward  refrigerators. 

5.  Transfusions  are  started  by  a  medical  officer  or  of- 
ficers certified  to  start  transfusions. 

6.  Watch  patient  closely  for  reaction:     Hives,  chills, 
malaise,  pain  in  lower  back,  etc. 

7.  If  a  suspected  reaction  occurs: 

a.  Clamp  tubing  to  stop  flow  of  blood. 

b.  Notify  the  medical  officer. 

c.  Call  Blood  Bank  immediately. 

d.  Obtain  urine  specimen  iiranediately . 

e.  Take  and  record  T.P.R. 

f.  Record  suspected  reaction  in  Nursing  Notes   (SF  510). 

g.  If  blood  transfusion  is  discontinued  send  blood  bot- 
tle or  bag  and  tubing  with  completed  SF  518  to  Blood 
Bank  iiranediately. 
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ASSISTING  WITH  A  BLOOD  TRjVNSFUSION  (Continued) 


CARE  OF  EQUIPMENT 

!•  Break  off  tips  of  needles  and  syringes. 

2,  Discard  needles  and  syringes  according  to  local 

instruction, 
3*  Discard  disposable  set/ 

4.  Restock  I .v.  tray. 

5.  Return  used  blood  bag  and  completed  SF  518  to 
Blood  Bank, 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  OF  PLASTIC  VTUT 


(Fio.  9  osASP  7Ats  or  our- 

UT  POST  SafCTIO  OP  llOOO-Jk 
PACK  UMt,  riRJ.  TtCM  APAKT  I  > 
AND  FOiO  lACK  TO  EXPOU  V 
STBHJE  Otmr  TIM. 


<r(0.  2)  LOOSEN  lUf  OO  NOT  tCMOvC 
CQvaONCOUPUtOrST.  omspino 
OP  COVB,  PUSH  TGWAftO  TW  FLANGE. 
THEN  VmST  AND  lOOXN. 


(FIG.  4)   HOLD  H.OO&-PACIC  UNtT 
WITH  THUM  AND  POIfflNGEK  O^K 
FOIOEOTAIS.  KMOVE  OOVn  PtOM 
COCJPUK  OP  tfCPiCNT  Sn.  INSBT 
COUPiex  INTO  THE  OUTLCT  TUIE  ANO 
TWlJT  IT  AU  nC  WAY  l#  INTO  THE 
FlANGt,  PUNCTUttNO  THI  PLASTIC 
WAPHRAOM  OP  THE  POIT. 


SOUEEB  ANO  KLEASE 
MP  OlAMWt  GENTLY  UNTR. 


APPIOmMATElY  1/4  PUU  OP  M.OO0. 


(FtO.Si   HOLD  THE 
NEEOU  ACAPTEK  AdOM 
THE  LEVEL  OP  THE  OttP 
CHAMMR  ANO  SQUKa 
THE  MOOO^ACK  UNIT 
WITH  THE  tECriENT  SET 
POfNHO  UPWAEOTC 
PU.  THE  PILTCI 
CHAMHEt  WITH  ILOOO. 
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USE  ADDRESSOGRAPH  PLATE 


REGISTER  NO. 
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ASSISTING  WITH  ADMINISTRATION  OP  MUSTARGEN 


PURPOSE 

To  provide  a  chemical  agent  that  is  destructive  to 
malignant  cells. 

EQUIPMENT 

All  equipment  for  I.V.  Infusion 
1000  cc  5%  Dextrose  in  water 
1"  -  20  cc  vial  Mustargen 
1  -  10  cc  syringe 

1  -  10  cc  ampule  of  distilled  water  for  injection 

1  Sterile  21  gauge  needle 
Curved  Basin 

2  waxed  paper  bags  and  string 
1  disposable  drainage  pad 
Sterile  gloves 

PROCEDURE 

Explain  procedure  to  patient. 
Wash  hands. 

Bring  equipment  to  bedside. 

Set  up  1000  cc  5%  Dextrose  in  water  for  intravenous 
infusion,  in  usual  manner* 

Place  disposable  drainage  pad  between  the  I.V.  tubing 
and  the  patient's  skin. 
Infusion  is  started  by  medical  officer. 
Prepararation  of  Mustargen. 

a.  Medical  officer  puts  on  gloves  and  opens  ampule 
of  Mustergen. 

b.  Assistant  opens  sterile  ampule  of  water  in  usual 
manner . 

c.  Medical  officer  mixes  Mustargen  with  water  and 
injects  directly  into  I.V.  tubing. 

Paper  bag  is  held  by  assistant,  and  medical  officer 
disceurds  Mustargen  vial,  water  ampule,  used  alcohol 
sponge  and  gloves  directly  into  bag.     Tie  bag  tightly 
and  deposit  in  trash  can.     Syringe  and  needle  tips 
are  broken  off  before  discarding  and  disposed  of  ac^ 
cording  to  local  instruction. 
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2. 
3. 
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5. 

6. 
7. 


8. 


ASSISTING  WITH  ADMINISTRATION  OF  HUSTARGEN  (Continued) 

PROCEDURE  (Continued) 

9.     Regulate  infusion  flow  at  rate  ordered  by  the 
medical  officer. 

10.  Watch  patient  for  signs  of  nausea ^  vomiting,  or 
infiltration  of  fluid  into  tissues. 

11.  Discontinue  infusion  in  usual  manner  when  all 
fluid  has  been  taken. 

12.  Discard  I.V.  tubing,  solution  bottle,  and 
used  alcohol  sponges  into  the  second  paper  bag. 
Tie  this  bag  tightly.     Deposit  in  trash  can. 
Syringe  and  needle  tips  are  broken  off  while 
wearing  protective  gloves  and  disposed  of  ac- 
cording to  local  hospital  instruction. 

13.  Wash  hands  thoroughly. 

14.  Chart  time,  medication  and  amount  administered, 
by  whom,  and  effect  on  patient. 

POINTS  TO  EMPHASIZE 

1.  Medical  officer  will  prepare  and  administer 
Mustargen. 

2.  Mustargen  is  a  powerful  vesicant  and  is  highly 
toxic.     Avoid  contact  with  the  skin  or  mucous 
membrane,  especially  eyes. 

3.  Upon  completion  of  the  infusion  discard  all  equip 
iTient  that  has  come  in  contact  with  the  Mustargen. 

4.  The  scone  procedure  is  used  while  handling  other 
topic  chemotherapeutic  drugs.     Use  of  protective 
gloves  while  preparing  agents  such  as  Vincristine 
and  5-Fluorouracil  is  essential. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HOT  WATER  BOTTLE 


PURPOSE 

To  provide  external  heat  to  the  body. 

To  provide  hyperemia  and  relieve  congestion. 

To  hasten  suppuration. 

EQUIPMENT 

Bath  thermometer 

Hot  water  bottle  and  cover 

Hot  water 

Pitcher 

PROCEDURE 

1.  Fill  bottle  with  hot  water  to  warm  it. 

2.  Fill  pitcher  with  water  that  does  not  exceed  125^ 
F  temperature  as  tested  with  a  thermometer. 

3.  Fill  bottle  one- third  to  one-half  full. 

4.  Place  on  flat  surface  to  expel  air.     Secure  top  and 
check  for  leaks. 

5.  Wipe  dry  nnd  cover. 

6.  Apply  to  the  affected  area. 

7.  Refill  as  necessary  to  maintain  adequate  heat. 

POINTS  TO  EMPHASIZE 

1.  Check  patient's  skin  frequently  for  redness. 
2»  Be  sure  hot  water  bottle  is  covered  before  placing 
on  affected  area. 

3.  Temperature  of  water  should  not  exceed  125^  F  un- 
less otherwise  ordered. 

4.  When  bath  therometer  is  not  available  test  water 
temperature  on  inside  of  your  wrist. 

CARE  OF  EQUIPMENT 

Drain,  wash  with  soap  and  water,  rinse  and  hang  to  dry. 

ADDITIONAL  INFRCWATION  FOR  THIS  ACTIVITY 
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HOT  WET  CX)MPRESSES  (CLEAN) 

PUBj>OSE 

To  relieve  pain,  congestion,  and  inf lamination. 
To  improve  circulation  to  a  body  part. 

EQUIPMENT 

Hot  plate 

Basin  of  warm  solution  as  ordered 
Compresses 

Protective  sheet  or  pads 
PROCEDURE 

1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do* 

3.  Place  compresses  in  basin  of  solution  on  hot  plate. 

4.  Turn  on  hot  plate  to  *'Low"  and  heat  solution  until 
desired  temperature  has  been  reached.   (105^  F 
unless  otherwise  ordered) . 

5.  Place  protective  sheet  or  pads  in  position. 

6.  Use  forceps  to  remove  compresses  from  solution 
if  hands  are  sensitive  to  heat  or  temperature 
ordered  is  higher  than  105^. 

?•  Wring  compress  as  dry  as  possible.     Shake  out  and 
place  on  area  to  be  treated. 

8.  Replace  as  necessary  to  maintain  continuous  heat. 

9.  Record  time,  d^'ration  and  effect  of  treatment. 

POINTS  TO  EMPHASIZE 

1.  Keep  hot  plate  on  "low"  after  once  heating. 

2.  Observe  skin  frequently  for  redness • 

3^  Check  level  of  solution  in  basin  frequently  and  add 
solution  as  needed! 

CARE  OF  EQUIPMENT 

1.  Wash  basin  with  soap  and  water. 

2.  Rinse  and  dry. 

3.  Return  to  CSR  when  procedure  is  discontinued. 
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HOT  WET  COMPRESSES  (CLEAN)  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HOT  WET  COMPRESSES  (STERILE) 


PURPOSE 

To  provide  moist  heat  to  an  open  wounds  or  easily 
infected  area. 

EQUIPMENT 

Hot  plate  I 

Sterile  basin  of  solution  as  ordered 
Sterile  compresses 

Sterile  gloves  or  two  sterile  forceps 

Curved  basin 

Protective  sheet  or  pads 

PROCEDURE 


1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do. 

3.  Place  basin  of  solution  on  hot  plate. 

4.  Turn  on  hot  plate  to  "Low"  and  heat  solution  until 
desired  temperature  has  been  reached.     (105^  F 
unless  otherwise  ordered) . 

5.  Place  protective  sheet  or  pads  in  position. 

6.  Place  sterile  compresses  in  basin  of  solution. 

7.  Wring  compress  as  dry  as  possible  using  sterile 
gloves  or  forceps.  Shake  cut  "live"  steam.  Place 
on  area  to  be  treated. 

B.  Discard  used  compress  into  curved  basin.  Continue 
to  apply  sterile  compresses  for  the  prescribed  time. 

9.  Record  time^  solution  used,  duration,  and  effect  of 
treatment. 


POINTS  TO  EMPHASIZE 


1.  Keep  hot  plate  on  "low". 

2.  Observe  skin  frequently  for  redness. 

3.  If  compresses  are  being  applied  to  the  eyes,  a 
separate  setup  for  each  eye  MUST  be  used. 

4.  Used  compresses  must  be  discarded  and  never  placed 
into  sterile  solution  for  reuse. 

CARE  OF  EQUIPMENT 

1.  Wash  equipment  with  soap  and  water.  Rinse  and  dry. 

2.  Return  to  CSR. 
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HOT  WET  COMPRESSES  (STERILE)  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PURPOSE 


To  apply  moist  heat  or  cold  to  an  extremity. 
EQUIPMENT 

Foot  tub /arm  bath 
Protective  sheet  and  cover 
Bath  towel 
Solution  as  ordered 


PROCEDURE 

1.  Wash  hands. 

2.  Explain  procedure  to  patient. 

3.  Place  protective  sheet  and  cover  u^der  part  to  be 

treated. 

4.  Bring  the  tub  of  solution  to  the  bedside  and  place  on 

the  protective  sheet. 

5.  Immerse  area  to  be  treated  in  tub  of  fiolution. 

6.  Cover  top  of  tub  to  retain  heat. 

7.  Continue  treatment  for  prescribed  time. 

8.  At  completion  of  treatment^  remove  extremity.  Dry 

gently  with  towel. 

9.  Record  time,  solution  used,  duration,  and  effect  of 

treatment* 


POINTS  TO  EMPHASIZE 


1.  If  hot  solution  is  ordered,  check  the  temperature  (10  5^  F) 

before  starting  treatment. 

2.  Check  skin  frequentlv  for  signs  of  reddening  or 

blanching. 

3.  To  prevent  burning  the  patient,  remove  extremity 
before  adding  hot  water. 

4.  Thoroughly  dry  areas  between  toes. and  fingers. 

CARE  OF  EQUIPMENT 

Wash  equipment  with  soap  and  water.    Rinse  and  dry. 
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SOAKS.  EXTREMITIES  (Continued) 
ADDITIONAL  INFORlvIATION  FOR  THIS  ACTIVITY 
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SITZ  BATH 


PURPOSE 

To  provide  moist  heat  to  the  pelvic  or  rectal  region. 

EQUIPMENT 

Sitz  tub  or  bathtub 
Bath  towel 

PROCEDURE 

1.  Tell  the  patient  what  you  are  going  to  do. 

2.  Ascertain  that  room  temperature  of  bathroom  is 

comfortable. 

3.  Run  water  into  tub  (half  filled).    Temperature  should 

be  approximately  100^  F, 

4.  Assist  patient  into  l:ub. 

5.  Add  more  water  if  necessary.    Pajama  top  should  remain 

on  patient  or  a  bath  towel  used  aroimd  patient's  shoulders* 

6.  Gradually  increase  water  temperature  until  patient's 

tolerance  is  reached  but  not  beyond  120^  F. 

7.  Continue  treatment  for  20  minutes.    Maintain  desired 

temperature. 

8.  Assist  patient  out  of  tub  and  into  bed. 

9.  Apply  dressing  if  necessary. 

10,    Record  time,  duration  and  effect  of  treatment. 

POINTS  TO  EMPHASIZE 


ERIC 


1.  Maintain  tolerated  water  temperature  throughout 

treatment.    DO  NOT  raise  the  temperature  of  water 
above  120^  F. 

2.  When  adding  more  water,  protect  patient  from  vhe  direct 

is tr earn  of  hot  water.    Keep  hand  between  patient  and 
stream  of  water. 

3.  Watch  patient  for  signs  of  dizziness,  faintness  and 

exhaustion. 

4.  Avoid  chilling. 

5.  If  surgical  wound  is  present,  apply  fresh  dressing. 

6.  If  bath  tub  is  used,  instruct  patient  to  sit  with  knees 

flexed  and  feet  cn  the  floor  of  tub. 
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SITZ  BATH  (Continued) 
CARE  OF  EQUIPMENT 

Clean  tub  with  scouring  powder,  and  disinfectant. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HEAT  AND  COLD  TREATMENTS 
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TREATMENT  PAD,  HOT-COLDy  CIRCUIATING 


f Aquamatic .  K-Pak) 


PURPOSE 

To  provide  a  controlled  temperature  in  the  applica- 
tion of  heat  or  cold. 

EQUIPI^NT 

Pad  with  control  unit 
Distilled  water 
Elastic  band  and  safety  pin 
For  moist  heat  or  cold  add: 

Compresses 

Basin  of  solution 

Basin  cracked/crushed  ice 


PROCEDURE 


ERLC 


1.  Explain  procedure  to  patient. 

2.  Connect  pad  tubing  to  two  outlets  at  back  of  con- 
trol unit.    (Hold  tubing  from  turning  and  screw 
knurled  sleeves  of  pad  tube  fittings  to  control 
unit  fittings)  page  164. 

3.  Unscrew  reservoir  cap  and  fill  unit  with  distilled 
water  -  at  least  two-thirds  full. 

4.  Tilt  control  unit  slowly  from  side  to  side  and  end 
to  end  to  allow  air  bubbles  to  escape. 

5.  Place  3-prong  safety  plug  in'  grounded  wall  out- 
let.    Turn  on  switch.     To  fill  pad  with  water,  slide 
switch  to  the  right  on  "ON"  position  and  allow  to  run 
for  a  minimum  of  two  minutes. 

6.  Switch  unit  off  and  tilt  control  unit  again  to  allow 
air  bubbles  to  escape. 

7.  Refill  reservoir  to  cap  lev^^jx.     Replace  cap  but  loosen 
one  fourth  turn. 

8.  To  set  desired  temperature,  insert  setting  key  through 
slit  in  black  rubber  groramet  in  center  of  dial.  Be 
sure  that  key  is  seated  in  socket  underneath  grommet 
and  turn  key  until  indicator  points  to  desired  tem- 
perature on  dial.     Key  is  kept  secured  according  to 
hospital  policy. 


161 


r 


TREATMENT  PAD,  HOT-COLD.  CIRCULATING  (Contmued) 

(Aquniatic.  K-Pak) 

PROCEDURE  (Continued)  ^  

9»    Temperature  setting  should  be  determined  by  the 
doctor. 

Dry  heat- -Usually  115  degrees  F. 
Moist  heat- -Usually  105  degrees  F. 
Col3--"Cool"  for  room  temperature.  For 
colder  temperatures  coil  as  much  of  tubing 
as  possible  in  basin  of  ice. 

10.  Place  pad  over  or  under  affected  area.    Pad  may  be 

placed  to  conform  to  any  body  contour. 

11.  Loop  elastic  band  over  excess  tubing  and  pin  to  bed. 
Allow  sufficient  tubing  to  permit  patient  to  move 
freely  in  bed. 

12.  Keep  control  unit  level  with  or  above  pad  level. 

13.  If  moist  heat  is  ordered,  a  moist  compress  is 

applied  to  the  affected  area  and  the  K-pak  is  applied 
as  usual  around  the  compress. 

14.  When  treatment  is  discontinued: 

a.  Turn  off  switches. 

b.  Disconnect  wall  plug* 

c*    Disconnect  tubing  from  control  unit, 
d*    Allow  water  to  drain  from  tubing. 

15.  Record  time,  duration  and  effect  of  treatment. 

POINTS  TO  EMPHASIZE 

1.  Use  distilled  water  ONLY  in  reservoir  cap.  Always 

maintain  visible  water  supply. 

2.  If  oxygen  is  being  used,  keep  imit  at  least  3  feet 

away  from  oxygen  equipment  or  oxygen  tent. 

3.  Be  certain  that  tubing  and  pad  are  not  kinked. 

4.  Check  condition  of  patient's  skin  every  6  hours. 

5.  Moisten  compresses  as  needed  when  used. 

6.  Do  not  use  pins  to  fasten  pads  in  place. 


162 


TREATMENT  PAD,  HOT-COLD,  CIRCULATING  (Continued) 


(Aquamatic.  K-Pak) 

CARE  OF  EQUIPMEl!?T 

1.  Wash  pad  with  solvation  of  soap  and  water.  Disinfect 
with  solution  prescribed  locally. 

2.  Do  not  autoclave. 

3.  Control  unit: 

a.  Cover  outlets  with  caps  supplied  with  unit. 

b.  Check  that  control  key  is'  in  place. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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K-PAK 


CONTROL  KEY 


SLIDE  SWJTCH 


"ON  "-'OFF" 


RESERVOIR  CAP 


OUTLETS 


KNURLED  SLEEVES 
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HEATER,  HEAT  TREATMENT  PAD 


HYDROCOLLATOR 


PURPOSE 

To  provide  moist  heat  to  a  large  area. 
To  relieve  painful  muscle  spasm. 

EQUIPMENT 

Hydrocollator  master  unit  with  tank,  wire  rack  and 

gel-filled  steam  packs 
Three  bath  towels 
Distilled  water 

PROCEDURE 

1.  Explain  procedure  and  -^urpos^a  to  patient. 

2.  Fill  tank  three-fourth'i  full  with  distilled  water. 

3.  Immerse  packs,  one  to  each  section  of  wire  rack, 
with  loops  protruding  above  water  level. 

4.  Place  3-prong  safety  plug  into  grounded  wall  out- 
let. 

5.  Heat  water  about  20  minutes. 

6.  Fold  first  bath  towel  into  thirds,  and  over  at 
center,  forming  six  layers.     Place  over  area  to  be 
treated. 

7.  Fold  second  bath  towel  in  same  manner. 

8.  Grasp  steani  pack  by  loops  and  lift  out  of  tank. 

9.  Slip  pack  between  the  third  and  fourth  folds  of  the 
second  towel.     Place  on  top  of  first  folded  towel, 
making  nine  layers  between  patient's  skin  and  pack. 

10.  Cover  entire  area  with  third  towel. 

11.  Use  freshly  heated  pack  every  30  minutes « 

12.  Keep  pack* wrapped  in  bath  towel  when  transporting 
from  tank  to  patient. 

13.  Record  time,  duration  and  effect  of  treatment. 

14.  Unplug  unit  from  wall  socket  upon  completion  of 
treatment. 

POINTS  TO  EMPHASIZE 

1.  Check  skin  frequently  for  redness. 

2.  The  heated  steam  pack  is  extremely  hot.  Avoid 
burning  patient  by  proceeding  carefully  until 
coitqpletely  familiao:  with  its  heat  characteristics. 
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HEATER,  HEAT  TREATMENT  PAD  (Continued) 


(HYDROCOLLATOR) 
POINTS  TO  EMPHASIZE  (Continued) 

3.  Intensity  of  heat  may  be  decrei.s  }t^  by  adding  more 

layers  of  toweling. 

4.  Arrange  packs  to  fit  any  body  contour.    Roll  pack 

along  one  dimenNion,  or  hinge  into  a  "V"  along 
other  dimensions. 

5.  Use  two  or  more  packs  alor^side  each  other  for 

covering  large  areas. 

6.  Keep  water  level  up  around  steam  packs  to  avoid 

burning  out  heat  element,  or  scorching  packs. 

7.  Use  only  distilled  water  to  prevent  corrosion  of  tank. 

8.  The  thermostat,  located  on  the  underside  of  tank, 

has  been  pre-set  by  manufacturer  at  170  degrees  F.  , 
and  should  not  require  adjustment. 

9.  Use  only  on  clean,  closed  skin  areas. 

CARE  OF  EQUIPMENT 

!•    Always  return  packs  to  water  after  each  treatment. 

2.  Scrub  packs  with  soap  and  water  when  necessary. 

Constant  immersion  in  water  usually  keeps  packs 
sufficiently  clean. 

3.  Empty  and  clean  tank  every  two  weeks. 

4.  Prepare  for  storage  if  packs  will  be  out  of  use  for  an 

extended  period  of  time. 

a.  Remove  packs  and  hang  by  loops  to  dry  (2-3  days). 

b.  Empty  and  clean  tank  and  wire  rack. 

c.  Replace  rack  and  packs. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


PREPARATION  OF  TOW E:^  FOR  HYDROCOLJLATOR  PACK 


BATH  TOWEL 


—  iTHIRO  FOLD 


FIRST 
FOLD 


SECOND 
FOLD 


3  LAYERS 


LAYERS 


PAT5ENT 
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USE  QF  HYPO/HYPER-THERMIA  UNIT 


PURPOSE 

To  maintain  a  patient's  body  temperature  by  applying 
controlled  external  heat  or  cold. 

EQUIPMENT 

Hypothermia  machine  -  a  variety  of  models  are  avail- 
able; therefore,  the  operating  instruction  for  each 
model  must  be  followed 

Hypothermia  mattress;  one  or  two 

Extra  sheets  and  blanket 

Coolant  solution  as  specified  on  operating  instructions 
PROCEDURi;  FOR  COOLING 

1.  Explain  procedure  to  patient* 

2.  Place  two  cotton  blankets  over  regular  mattress* 
then  hypothermia  mattress  covered  with  another 
cotton  blanket. 

3.  Place  patient  on  covered  hypothermia  blanket. 

4.  If  a  second  mattress  is  used  (Usually  for  quicker 
coolii  g  below  90  degrees  Fahrenheit)  place  on  top 
of  patient;  cover  with  blanket. 

5«  Fill  tank  with  coolant  solution  as  specified  on 
the  operating  instructions. 

6.  Connect  tubing  from  pad(s)  to  the  machine  as 
specified  in  the  operating  instructions. 

7.  Place  3-prong  safety  plug  into  grounded  electrical 
wall  outlet. 

8.  Turn  on  unit  to  circulate  the  solution  through 
the  pads* 

9.  Set  thermostat  for  desired  temperature^  as  specified 
on  the  operating  instructions, 

10.  Check  tank  after  mattresses  are  filled,  ac^d  coolant 
solution  if  necessary  to  again  bring  fluid  to  de-* 
sired  level  indicated  on  the  unit. 

11 •  Observe  ten^erature  recordings  of  patient  and  pad 
fluid  closely  for  any  irregularity. 

12^  Do  not  turn  machine  on  and  off.    Maintain  patient's 
temperature  at  desired  level  by  changing  tempera- 
ture control  on  machine. 
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USE  OF  HYPO /HYPER -THER MIA  UNIT  (Continued) 


PROCEDURE  FOR  WARMING 

1.  Many  units  have  a  warming  mechanism  whereby 

resetting  of  the  patient  temperature  control  auto- 
matically increases  the  temperature  of  the  circula- 
ting solution. 

2.  If  unit  does  not  have  a  warming  mechanism,  warm 

solution  must  be  introduced  into  the  system  manually 
and  circulated  by  pumping  it  through  the  unit. 

a.  Explain  procedure  to  patient. 

b.  Turn  off  pump  switch  and  heater /cooler  switch. 

c.  Lower  drain  tube  into  a  four  gallon  container  and 
drain  off  coolant  solution. 

d.  Replace  drain  tube. 

e.  Pour  three  gallons  of  warm  distilled  water 
(approximately  130  degress  Fahrenheit)  into  tank. 

f.  Set  water  pressure. 

g.  Turn  oil  heater  cooler  switch.    Red  light  is 
usvially  on  when  warming. 

h*    Adjust  thermostat  to  desired  temperature* 

i.    When  desired  temperatvxre  is  attained,  turn  on 

pump  switch, 
j.    Use  warm  water  for  almost  immediate  applica- 
tion of  warming  temperature;  for  slower  re- 
warming,  coolant  dokitlon  is  used. 

POINTS  TO  EMPHASIZE 

1.  Follow  directions  for  operating  that  are  supplied  with 
the  \init. 

2.  Observe  precautions  when  gases  or  oxygen  is  used 

close  proximity  with  the  unit. 

3.  Nct^  any  reaction  and  notify  medical  officer 

immediately. 

4.  Check  temperature  every  15  minutes. 

5.  Turn  patient  at  least  every  hour. 

6.  Check  skin  condition  carefully  for  impaired  circula- 

tion.   Massage  reddened  area  with  lotion. 

7.  Always  hold  end  of  lead  tubes  as  high  or  higher  than 

the  top  of  the  unit  and  also  higher  than  the 
r^attresses  when  connecting  or  disconnecting  them. 
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USE  OF  HYPO/THERMIA  UNIT  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

8.  Do  not  twist  or  kink  lead  tubes  of  unit. 

9,  Do  not  lift  weight  of  large  blankets  by  the  lead 
tubes. 

10.  Never  fold  mattresses  crosswise  of  tubing?  lay  flat 
or  roll  loosely  lengthwise  of  tubing. 

11.  If  coolant  solution  shows  foreign  matter  after  pro- 
longed user  empty  and  replace  with  fresh  solution. 

CARE  OF  EQUIPMENy 

1»  Wash  pad  ^ith  solution  of  soap  and  water.  Disinfect 
with  solution  prescribed  locally. 

2.  Do  not  autoclave. 

3.  Pads  should  be  rolled  loosely  when  storing. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HYPOTHERMIA  MACHINE 


1.  Pressure  Valve 

2.  Service  Valves 

3.  Tank  Lid 

4.  Green  Light 


5.  Thermostat 

6.  Red  Light 

7.  Pump  Switch 

8.  H&C  Switch 
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ICE  BAG 

PURPOSE 

To  increas<!^/decrease  the  circulation  in  an  area. 
To  relieve  pain. 
To  check  bleeding. 

PROCEDURE 

1.  if  chemical  type  bag  is  used: 

a.  Obtain  from  refrigerator* 

b .  Cover . 

c.  Take  to  patient. 

d.  Apply  to  prescribed  arecii. 

2.  If  rubber  ice  bag  is  used: 

a.  Test  for  leaks. 

b.  Fill  bag  one-fourth  full  of  ice. 

c.  Place  on  flat  surface,  press  from  bottom 
of  bag  until  ice  appears  in  neck  of  bag  to 
expel  air. 

d.  Close  tightly  and  cover. 

e.  Take  to  patient. 

f.  Apply  bag  to  prescribed  area. 

g.  Refill  as  necessary. 

POINTS  TO  EMPHASIZE 

1.  Always  cover  the  bag  before  placing  on  patient. 
Change  covor  when  it  becomes  moist. 

2.  Check  patient "s  skin  frequently  for  blanching  or 
mottling. 

3.  If  cracked  ice  is  not  available,  bag  may  be  filled 
with  water  to  which  70%  alcohol  is  added.     Place  in 
refrigerator.     (Alcohol  will  keep  bag  flexible*) 

4.  Rubber  gloves  filled  with  ice  or  ice  water  may 
be  used  as  a  substitute  for  rubber  ice  bag. 

CARE  OF  EQUIPMENT 

1.  Chemical  type  bag: 

a.     Wash  and  dry.     Place  in  refrigerator. 

2.  Rubber  ice  bag: 

a.  Drain  and  wash  with  soap  and  water. 

b.  Hang  to  dry. 
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ICE  BAG  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVIT Y 
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COLD  WET  COMPRESSES  (CLEANJ 


PURPOSE 


To  relieve  inflammation  and  reduce  congestion. 
To  prevent  or  reduce  swelling. 


EQUIPMENT 


Basin  of  ice  water 
Compresses 

Protective  sheet  and  cover 


PROCEDURE 


1.  Tell  patient  what  you  are  going  to  do. 

2.  Place  compresses  in  basin  of  ice  water. 

3.  Place  protective  sheet  and  cover  in  position. 

4.  Wring  out  compresses  as  dry  as  possible.    Place  on 

area  to  be  treated. 

5.  Repeat  step  #4  every  2  minutes  for  20  minutes. 

6.  Record  time,  duration,  and  effect  of  treatment. 

POINTS  TO  EMPHASIZE 

Observe  skin  frequently  for  signs  of  blanching  or  mottling. 

CARE  OF  EQUIPMENT 

Wash  basin  and  protective  sheet  with  soap  and  water. 
Rinse  and  dry. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLD  WET  COMPRESSES  (STERILE) 


PURPOSE 

To  relieve  inf lanunation  and  reduce  swelling  using 
aseptic  technique. 

EQUIPMENT 

Flask  of  sterile  water 

Sterile  basin 

Sterile  compresses 

Sterile  disposable  gloves 

Large  basin  of  cracked  ice 

Curved  basin 

Protective  sheet  or  pads 

PROCEDURE 

1.  Wash  hands. 

2.  Tell  the  patient  what  you  are  going  to  do. 

3.  Pour  sterile  water  into  sterile  basin  and  place 
basin  of  sterile  water  into  basin  of  cracked 
ice. 

4.  Place  protective  sheet  or  pads  in  position. 

5.  Using  sterile  gloves /  place  compresses  in  basin 
of  sterile  water. 

6.  Wring  out  compress  as  dry  as  possible.     Place  on 
area  to  be  treated. 

7.  Repeat  -step  #6  every  2  minutes  for  20  minutes. 

8.  Discard  used  compresses. 

9.  Record  time,  duration  and  effect  of  treatment. 
POINTS  TO  EMPHASIZE 

1.  Observe  skin  frequently  for  signs  of  blanching 
or  mottling. 

2.  If  compresses  are  being  applied  to  both  eyes, 
separate  equipment  for  each  eye  MUST  be  used. 

3.  Used  compresses  must  be  discarded  and  never  returned 
to  basin. 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse,  and  dry  equipment. 

2.  Return  to  CSR. 
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COLD  WET  COMPRESSES  (STERILE)  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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SPONGE  BATH 


PURPOSE 

To  reduce  body  temperature. 
EQUIPMENT 

Basin  of  water  95^  to  100^  F  or 

70%  Isopropyl  alcohol  diluted  with  equal  parts 

of  water  (If  ordered) 
Seven  washcloths 
Bath  towel 

Protective  sheet  and  cover 
Thermometer 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Prepare  patient  and  his  unit  as  for  cleansing  bath. 

3.  Place  protective  sheet  and  cover  under  patient. 

4.  Wring  out  cloths  in  cold  water  or  solution.  Place 
one  in  each  axilla ^  groin  and  under  each  knee. 
Repleice  cloths  frequently. 

5.  Wring  out  cloth.     Gently  pat  solution  over  entire 
body  except  head^  genitalia  and  abdomen,  leaving 
body  only  damp  enough  for  rapid  evaporation  of 
solution.     Expose  one  area  of  body  at  a  tine.  Turn 
patient  on  abdomen  or  side,  condition  pentiitting, 
to  sponge  back  and  extremities.     Entire  procedure 
should  take  approximately  30  minutes. 

6.  Watch  patient  for  signs  of  chilliness,  cyanosis  or 
increased  pulse  rate  and  discontinue  procedure  im- 
mediately if  they  occur. 

7.  Take  temperature  10  minutes  after  procedure  is  com- 
pleted. 

8.  Remove  equipment,  dry  patient  and  make  bed. 

9.  If  temperature  has  not  been  lowered  to  a  desirable 
level,  the  medical  officer  may  order  the  bath  re- 
peated . 

10.  Leave  patient  comfortable  and  unit  neat. 

11.  Record  time  and  duration  of  treatment,  reaction  if 
any,  and  T.P.R.  before  and  after  treatment. 


ERIC 


177 


SPONGE  BATH  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Alternate  cloths  so  that  the  applied  solution  is  as 
cool  as  possible. 

2.  Remember  that  even  diluted  alcohol  is  very  irritating 
to  mucous  membranes  and  may  cause  severe  burning  of 
the  eyes,  genitalia  and  rectum. 

CARE  OF  EQUIPMENT 

Wash,  rinse  and  dry  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INSTILLATION  OF  EYE  OINTMENT 


PURPOSE 

1.  To  treat  infection, 

2.  To  dilate  or  constrict  pupil  of  the  eye, 

3.  To  lubricate  eye. 

EQUIPMENT 

Ophthalmic  medication  as  ordered 
Paper  wipes 

PROCEDURE 

1.  Wash  hands. 

2.  Identify  patient  and  explain  procedure. 

3.  Place  patient  in  bed  or  sitting  in  chair  with 
head  supported. 

4.  Read  label  on  medication  tube  three  times. 

5.  Cleanse  any  discharge  from  eyelids.  Using  paper 
wipes,  cleanse  any  discharge  present  by  wiping 
from  the  inner  to  outer  corner  of  the  eye. 

6.  Draw  down  lower  lid  gently  by  placing  two  fingers 
Oil  bony  prominence  of  the  orbital  cavity. 

7.  Ask  patient  to  look  up. 

8.  Apply  ointment  along  rim  of  lower  lid. 

9.  Ask  patient  to  close  eyes. 

10.  Record  medication  on  Medication  Administration 
Record  (MAR). 

11.  Record  any  unusual  reaction  or  discharge  on 
Nursing  Notes  (SF  510). 

POINTS  TO  EMPHASIZE 

1.  Check  label  on  tube  for  name  of  drug,  concentration, 
and  date  of  expiration.  Be  sure  it  is  an  opthalmic 
preparation. 

2.  DO  NOT  permit  Lhe  tip  of  the  tube  to  touch  the  eye. 

3.  A  separate  tube  should  be  used  for  each  patient. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INSTALLATION  OF  EYE  DROPS 


PURPOSE 

To  provide  solution  into  the  orbital  cavity  in  order 
to: 

Dilate  or  constrict  the  pupil  of  the  eye. 
Relieve  inf lanmiatlon  or  treat  certain  eye  con- 
ditions • 

EQUIPMENT 

Opthalmic  solution  as  ordered 
Paper  wipes 

PROCEDURE 

1.  Wash  hands. 

2.  Identify  patient  and  explain  procedure. 

3.  Place  patient  in  bed  or  sitting  in  a  chair  with 
head  supported. 

4.  Read  label  on  medication  bottle  3  times. 

5.  Draw  medication  Into  dropper. 

6.  Take  a  paper  wipe  and  gently  draw  lower  lid  down 

by  placing  fingers  on  bony  prominence  of  the  orbital 
cavity. 

7.  Ask  patient  to  look  up. 

8.  Instill  prescribed  number  of  drops  into  pocket 
formed  by  lower  lid. 

9.  Have  patient  close  eyes.  Hold  wipe  at  Inner  corner 
of  eye. 

10.  Record  medication  on  Medication  Administration  Record. 

11.  Record  any  unusual  reaction  or  discharge  on  the  Nursing 
Notes  (SP  510) . 

POINTS  TO  EMPHASIZE 

1.  A  MISTAKE  MAY  CAUSE  BLINDNESS.     Check  label  on  medicine 
bottle  for  name  of  drug,  concentration,  data  of  prepara- 
tion and  expiration.    Be  sxire  It  is  an  opthalmic  prepara- 
tion. 

2.  Do  Not  permit  the  dropper  to  touch  the  eye. 

3.  Do  Not  drop  medication  directly  on  the  cornea. 

4.  Each  patient  should  have  his  own  prescribed  medica- 
tion and  dropper. 
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INSTILLATION  OF  EAR  Dl^OPS 


PURPOSE 

To  soften  wax. 

To  relieve  pain. 

To  shrink  foreign  body. 

EQUIPMENT 

Prescribed  medication  with  dropper, 

PROCEDURE 

1.  Wash  hands. 

2.  Identify  patient  and  explain  procedure. 

3.  Turn  patient  on  side. 

4.  Read  laibel  on  medication  bottle  three  times. 
5«  Draw  medication  into  dropper. 

6:  Straighten  ear  canal: 

a.  Adult  -  draw  lobe  ui ,  back,  and  out. 

b.  Child  -  draw  lobe  down  and  back. 

7.  Instill  prescribed  number  of  drops  into  ear. 

8.  Ask  patient  to  remain  in  position  for  a  few 
minutes. 

9.  Record  medication  instilled  on  Medication 
Administration  Record. 

10.  Record  any  unusual  reaction  or  discharge  on 
the  Nursing  Notes  (IpF  510). 

POINTS  TO  EMPHASIZE 

1.  Do  Not  permit  dropper  to  touch  ear. 

2.  Discard  any  medication  remaining  in  the  dropper. 

3.  Each  patient  should  have  his  own  prescribed  medi- 
cation and  dropper. 

4.  Do  not  insert  cotton  into  ear  unless  specifically 
ordered;  if  ordered  place  loosely  in  ear. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INSTILLATION  OF  NOSE  DROPS 


PURPOSE 

To  provide  medication  or  lubrication  to  the  mucou.s 
lining  of  the  nose. 

EQUIPMENT 

Prescribed  medication  with  dropper 
Paper  wipes 

PROCEDURE 

1.  Wash  hands. 

2.  Identify  patient  and  explain  procedur^^. 

3.  Place  patient  in  supine  position  wi^h  head  hang-' 
ing  over  edge  of  bed. 

4.  Read  medication  label  three  times. 

5.  Instill  number  of  drops  ordered  in  oach  nostril. 
Discard  any  medication  left  in  dropi^er. 

6.  Have  patient  hold  head  in  position  until  drops 
run  well  back  into  nasopharynx. 

7.  Record  medication  instilled  on  Med  .oation  Admin- 
istration Record. 

8.  Record  any  unusual  reaction  or  discharge  on  the 
Nursing  Notes  (SF  510). 

POINTS  TO  EMPHASIZE 

1.  Do  Not  permit  the  dropper  to  touch  the  nose. 

2.  Eacn  patient  should  have  his  own  medication  and 
dropper. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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THROAT  IRRIGATION 


prjRPOSE 

To  relieve  inflammation  of  mucous  membrane  of  pharynx.- 

To  remove  secretions  from  the  affected  area. 

To  apply  moist  heat  to  mucous  membranes  of  pharynx. 

EQUIPMENT 

Irrigation  can  with  3  feet  of  rubber  tubing  or  disposable 

bag 
Clamp 

Basin  for  return  flow 
Solution  as  ordered 
Protective  sheet  or  pads 
Paper  wipes 
I .v.  Standard 

Six  inch  rubber  tip  with  adapter 
PROCEDURE 

1.  Wash  hands. 

2.  Identify  patient  and  explain  procedure. 

3.  Turn  patient  on  side  or  place  in  sitting  position. 

4.  Place  protective  sheet  or  pad  in  position. 

5.  Place  basin  in  front  of  patient. 

6.  Connect  irrigating  can  tubing  to  adapter  on  6" 
rubber  tip  and  apply  clamp. 

7.  Hang  can  on  standard  12"  above  bed  level. 

8.  Fill  irrigating  can  with  solution. 

9.  Open  clamp  and  allow  small  amount  of  solution  to 
run  into  basin*     Then  clamp  off  the  flow. 

10.  Instruct  patient  to: 

a.  Breathe  through  his  nose. 

b.  Direct  flow  toward  painful  areas. 

c.  Take  frequent  rest  periods. 

d.  Avoid  swallowing  solution. 

11.  Assist  patient. 

12.  Have  patient  place  rubber  tip  in  mouth. 

13.  Open  clamp  and  allow  solution  to  flow^ 

14.  Watch  patient;  pinch  tubing  when  he  steps  to  rest. 
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THROAT  IRRIGATION  (Continued) 
PROCEDURg  (Continued) 

15.  Kiicn  all  solution  is  used,  disconnect  tubing 
from  adapter  and  place  adapter  and  6"  rubber 
tip  in  curved  basin « 

16,  Remove  all  equipment  and  leave  patient  clean 
and  comfortable. 

POINTS  TO  EMPHASIZE 

1.  If  hot  solution  is  ordered,  test  solution  on 
wrist  before  starting  treatment  to  prevent 
burning. 

CARE  OF  EQUIPMENT 

1.  Wash  equipment  with  soap  and  water.  Rinse  and 

dry. 

2.  Send  irrigating  can,  tubing  and  adapter  to 
CSR  for  resterilization. 

ADDITIONAL  INFORMATxON  FOR  THIS  ACTIVITY 
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CATHETERIZATION  OF  THE  MALE  PATIENT  . 

PURPOSE 

To  remove  urine  from  the  bladder  in  order  to  collect 

sterile  urine  specimen. 
Aid  in  decompression  of  the  bladder. 

EQUIPMENT 

Sterile  catheterization  tray  (disposable  if  available) 

Sterile  gloves 

Hater  soluble  lubricant 

Cleansing  or  disinfectant  solution 

Protective  sheet  or  pad 

1  unsterile  curved  basin 

PROCEDURE 

1.  Wash  handB. 

2.  Assemble  equipment  and  t2Jce  to  patient's  bedside. 

3.  At  bedr'dide: 

a.  Screen  patient  and  t^ll  him  what  yovir  are  going 
to  do. 

b.  Place  patient  in  dorsal  reciombent  position. 

c.  Fan  fold  top  bedding  to  patient's  knees.  Place 
protective  sheet  or  pad  under  buttocks.  Cover 
his  chest  with  extra  sheet  if  necessary. 

d.  Open  sterile  tray  on  bedside  locker. 

(1)  Pour  cleansing  solution  over  cotton  balls  in 
container. 

e.  Put  on  sterile  gloves  and  arrange  sterile  con- 
tents of  tray  for  easy  access. 

(1)  Open  lubricant  packet. 

(2)  Gloved  hand  used  to  grasp  penis  while  cleans- 
ing is  contaminated  and  should  not  come  in 
contact  with  sterile  catheter ,  cleansed  meatus, 
or  sterile  tray. 
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CATHERIZATION  OF  THE  MALE  PATIENT  (Continued) 
PROCEDURE  (Continued) 

3.  f*    Cleanse  penis  with  moistened  cotton  balls, 

cleansing  meatus  repeatedly  until  all  cotton 
balls  have  been  used. 

g.  Remove  sterile  towel  from  tray  with  sterile 

gloved  hand.    Open  to  one-half  fold  and  place 
between  patient's  legs. 

h.  Place  sterile  specimen  bottle  or  urine  container 

on  the  sterile  towel. 

i.  Place  penis  on  a  sterile  towel. 

j.     Remove  sterile  catheter  from  tray,  lubricate  the 
tip  in  lubricating  jelly  and  prepare  to  insert 
catheter. 

(1)  Hold  penis  in  upright  position  over  the 
pubis,  using  contaminated  gloved  hand. 

(2)  Gently  introduce  catheter  into  the  meatus 
.  until  resistance  is  felt.    Apply  steady, 

gentle  pressure*    Lower  penis  and  continue 
insertion  of  catheter  vintil  urine  begins  to 
flow. 

k.    Allow  a  few  drops  of  urine  to  flow  through 

catheter,  then  place  end  of  catheter  into  sterile 
specimen  bottle.    Collect  overflow  of  urine  in 
curved  basin,  unless  entire  specimen  is  to  be 
sterile,  in  which  case  a  sterile  curved  basin  is 
obtained  beforehand. 

1.     Pinch  catheter  when  urine  ceases  to  flow  and 

remove  gently  and  quickly, 
m.    Remove  gloves  and  equipment  from  bed. 

n.    Leave  patient  dry,  covered  and  comfortable. 

4.  Measure  amotint  of  urine  obtained. 

5.  Record  hour,  treatment,  amount  and  appearance 

of  urine  obtained. 

6.  Record  amount  on  Intake,  and  Output  sheet. 
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CATHETERIZATION  OF  THE  MALE  PATIENT  (Coatinued) 
POINTS  TO  EMPHASIZE 

1.  If  a  specimen  is  to  be  obtained j.  collect  about  120  cc« 

directly  into  the  specimen  bottle. 

2.  Complete  procedure  must  be  pe:;formed  using 

aseptic  technique • 

3.  Do  not  use  force  inserting  catheter.    If  undue 

resistance  is  felt,  discontinue  procedure. 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse  and  dry  reusable  equipment  and  return 

to  CSR. 

2.  Dispose  of  all  disposable  equipment. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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CATHETERIZATION  OF  THE  FEMALE  PATIENT 

PURPOSE 

To  remove  urine  from  the  bladder  in  order  to  collect 
sterile  urine  specimen  and  ctid  in  decompression  of  the 
bladder . 

EQUIPMENT 

Sterile  catheterization  tray  (disposable  if  available) 
Sterile  gloves 

Cleansing  solution  prescribed  locally 
Water  soluble  lubricant 
Sheet  for  drape 
Protective  sheet  or  pad 
Unsterile  curved  basin 

PROCEDURE 

1.  Wash  hands. 

2.  Assemble  equipment  and  take  to  patient's  bedside. 

3.  At  bedside: 

a.  Screen  patient.  Tell  her  what  you  are  going  to  do. 

b.  Place  patient  in  a  dorsal  recumbent  position. 

c.  Fanfold  top  bedding  to  foot  of  bed.  Drape  patient 
with  a  sheet.  Place  protective  sheet  or  pad  under 
buttocks. 

d.  Place  tray  on  bed  betwcien  patient's  legs. 

e.  Open  tray.     Pour  cleansing  solution  over  cotton 
balls  in  container. 

f.  Put  on  sterile  gloves 

(1)  Arrange  sterile  contents  of  tray  for  easy 
access. 

(2)  Open  lubricant  packet. 

g.  Separate  the  vulva  with  the  thumb  and  forefinger 
of  left  hand.     Expose  the  meatus. 

h.  Cleaxise  meatus  with  moistened  cotton  balls. 
Using  one  cotton  ball  at  a  time^  with  downward 
stroke  only,  cleanse  far  side,  near  side,  and 
center.     Discard  cotton  ball  aftjer  each  stroke. 

i.  Keeping  left  hand  in  place,  lubricate  tip  of 
catheter  using  right  hand,  and  gently  insert 
catheter  into  meatus  until  urine  begins  to  flow. 

j.  Place  end  of  catheter  in  sterile  specimen  bottle, 
if  specimen  i;3  to  be  collected.     Collect  remain- 
ing urine  in  curved  basin. 

k.  Pinch  catheter  when  urine  ceases  to  flow  and  re- 
move gently  and  quickly. 
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CATHETERIZATION  OF  THE  FEMALE  PATIENT  (Continued) 


PROCEDURE   ( Con  t Inued ) 
3. 

1.  Remove  gloves  and  equipment. 

m.  Leave  patient  dry,  covered  and  comfortable • 

4.  Measiire  amount  of  urine  obtained. 

5.  Record  hour,  treatment,  amount  and  appearance  of 
urine  obtained. 

6.  Record  amount  on  Intake  and  Output  sheet. 

POINTS  TO  EMPHASIZE 

1.  If  specimen  is  to  be  obtained/  collect  about  120  cc« 
directly  into  the  specimen  bottle. 

2.  Complete  procedure  ;nust  be  performed  using  aseptic 
technique 

3.  Do  not  use  force  inserting  catheter.  If  undue 
resistance  is  felt,  discontinue  procedure. 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse  and  dry  reusable  equipment  and 
return  to  CSR. 

2.  Discard  all  disposable  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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INDWELLING  CATHETER 


FOLEY 

PURPOSE 

To  provide  constant  drainage  of  urine  from  the  bladder. 
EQUIPMENT 

Sterile  Catheterization  Tray  (Disposable  if  available) 
Sterile  gloves 

Cleansing  solution  prescribed  locally 
Water  soluble  lubricant 

2  sterile  Foley  catheters,  #16  and  #18  (disposable 

if  available) 
Sterile  10  cc.  syringe  and  26  gauge  needle 
Sterile  wat^r 

Sterile  disposable  drainage  bag  and  tubing 

Adhesive  tape 

Safety  pin/rubber  band 

PROCEDURE 

1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do. 

3.  Follow  procedure  for  catheterization,  using  Foley 
catheter. 

a.  Before  inserting  catheter  test  the  balloon  on 
catheter  for  leakage. 

4.  Leave  catheter  in  place. 

5.  Inject  correct  amount  of  sterile  water  or  air 
with  syringe  through  lumen  leading  to  balloon. 

6.  Close  lumen  by  tying  off  tightly  with  heavy  cot- 
ton or  silk. 

a.  This  is  not  necessary  if  disposable  catheters 
are  used. 

7.  Attach  catheter  to  tubing  with  plastic  connection 
leading  to  disposable  closed  drainage  bag. 

8.  Secure  catheter  with  adhesive  tape  to  upper  thigh 
or  abdomen  according  to  local  policy. 

9.  Attach  disposable  closed  drainage  bag  to  bed  frame 
on  side  nearest  the  bedside  table. 

10.  Record  time  of  insertion  of  Foley  catheter  on  Nursing 
Notes  (SF  510) . 
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INDWELLING  CATHETER  (Continued) 
FOLEY 

PROCEDURE     ( Con t  inued ) 

11.  Observe  urine  drainage  for  amount,  color ,  ap- 
pearance and,  odor. 

12.  Empty,  measure  and  record  contents  of  drainage 
bottle  at  least  every  24  hours. 

POINTS  TO  EMPHASIZE 

1«     Always  make  certain  that  the  catheter  is  in 

place  in  the  bladder  before  inflating  the  balloon. 

2.  Always  deflate  balloon  before  removing  the  catheter* 

3.  Use  the  amount  of  sterile  water  indicated  on  the 
catheter  to  inflate  the  balloon. 

4.  Do  not  open  lumen  leading  to  balloon  until  catheteir 
is  to  be  removed. 

5.  Ee  sure  drainage  tubing  is  long  enough  to  permit  the 
patient  to  move  freely  in  bed. 

6.  To  prevent  backflow,  never  allow  the  drainage  bag 
to  be  higher  than  the  patient. 

7.  Disoriented  patients  may  require  restraining  to  pre- 
vent urinary  tract  trauma  and  infection, 

8.  Follow  local  po.licies  for: 

a.  Catheter  irrigations. 

b.  Changing  the  catheter. 

c.  Replacing  collection  bottles  and  tubing. 

d.  Cleansing  and  care  of  the  genitals. 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse  and  dry  equipment. 

2.  Send  to  GSR,  or  discard  disposable  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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GRAVITY  DRAINAGE 
CLOSED  DRAINAGE  SYSTEM 


TUBING  CLAMP 


DISPOSABLE  DRAINAGE  BAG 


URINARY  CATHETER  IRRIGATIOi^ 


PURPOSE 

To  cleanse  an  indwelling  catheter  of  any  sediment  or 
clots  by  means  of  gentle  irrigation. 

EQUIPMENT 

Disposable  Irrigation  Tray,  or: 
Sterile  bulb  syringe 
2  sterile  curved  basins 
Sterile  solution 
Sterile  4  x  4's 
Antiseptic  towelette 

PROCEDURE 

1.  Wash  hands. 

2.  Screen  patient  and  tell  him  what  you  are  going  to  do. 

3.  Have  patient  move  to  one  side  of  bed. 

4.  Open  sterile  basins  on  bed  along  side  of  patient's  up^ 
per  thigh  so  as  to  provide  a  small  sterile  working  area. 

5.  Follow  directions  on  disposable. irrigation  package,  or: 

a.  Pour  correct  amount  of  sterile  solution  in  basin  #1. 

b.  Disconnect  drainage  tuJoing  from  catheter  at  plastic 
adapter.    Prevent  contamination  of  lumen  of  drain- 
age tubing  by  covering  with  sterile  4x4. 

c.  Draw  sterile  solution  into  bulb  syringe.  Attach 
syringe  to  catheter.     Slowly  inject  solution.  Use 
amount  as  ordered  by  the  physician. 

d.  Remove  syringe  from  cathetar  and  allow  solution 
to  return  into  basin  #2. 

e.  Repeat  steps  c  and  d  until  all  solution  has  been 
used. 

f.  Use  antiseptic  towelette  to  disinfect  the  catheter- 
drainage  tube  connection. 

g.  Connect  catheter  to  drainage  tube. 

6.  Remove  equipment.  Straighten  bedclothes  and  leave  the 
patient  dry  and  comfortsible. 

7.  Record  procedure,  amount  and  type  of  solution  used, 

and  if  the  catheter  is  patent  on  Nursing  Notes   (SF  510) . 
Record  on  Intake  and  Output  sheet  if  applicable* 

POINTS  TO  EMPHASIZE 

Do  not  use  force  when  injecting  solution. 

CARE  OF  EQUIPMENT 

1.  Wash,  dry  and  retxarn  to  CSR. 

2.  Discard  disposable  items. 
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ADDITIC  NAL.  INFORMATION  FOR  THIS  ACTIVITY 
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SAMPLE  CHARTING 
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EXTERNAL  CATHETER 
DUNBAR  DRAIN 

PURPOSE 

To  prevent  skin  breakdown  due  to  incontinence, 

EQUIPMENT 

Disposable  urosheath 
Tape 

Urinary  drainage  tube  and  bag 
PROCEDURE 

1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do. 

3.  Select  size  of  urosheath  (small,  medium,  large). 

4.  Follow  directions  on  box. 

5.  Connect  to  closed  urinary  drainage  bag. 

POINTS  TO  EMPHASIZE 

1.  Change  frequently  to  prevent  skin  maceration. 

2.  Apply  tape  loosely  to  prevent  impairing  circulation. 

3.  Leave  adequate  space  between  end  of  penis  and 
drainage  tube  to  prevent  pressure  ulcer. 

CARE  OF  EQUIPMENT 

Discard  disposable  items  after  use. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BLADDER  IRRIGATION 


PURPOSE 

To  cleanse  the  bladder  of  any  sediment  or  clots  by 

means  of  gentle  irrigation. 

To  insure  adequate  drainage  of  urine • 

EQUIPMENT 

Sterile  catheterization  tray   (disposable  if  available) 

Sterile  gloves 

Prescribed  G.U.  irrigant 

G.U.  irrigation  tubing  (disposable). 

Three-way  Foley  catheter 

I.V.  standard  ^ 
Curved  basin 

PROCEDURE 

1.  Wash  hands. 

2.  Assemble  equipment  and  take  to  patient's  bedside. 

3.  Screen  the  patient  and  tell  him  what  you  are  going 
to  do. 

4.  Catheterize  patient  with  the  3-way  Foley  catheter / 
if  not  already  in  place. 

5.  Connect  inflow  tubing  to  bottle  of  G.U.  irrigant. 
Hang  bottle  on  I.V.  standard. 

6.  Run  solution  through  tubing  to  clear  air.  Clamp  in- 
flow tubing. 

7.  Connect  tubing  to  input  lumen  of  3-way  Foley  catheter. 

8.  Connect  closed  drainage  tubing  to  output  lumen  of 
catheter  and  secure  drainage  bag  to  side  of  bed. 

9.  Loop  rubber  band  around  outflow  tubing  and  pin  to 
draw  sheet. 

10.  To  irrigate  bladder: 

a.  ClajTip  outflow  tube. 

b.  Release  clamp  on  inflow  tube.  Allow  prescribed 
amount  of  solution  to  flow  into  bladder.     Clamp  in- 
flow tube. 

c.  Release  clamp  on  outflow  tube.  Drain  the  bladder. 

11.  Keep  an  accurate  record  of  intake  and  output. 

12.  Record  time,  amount  and  type  of  solution  used  and  pa- 
tient's reaction  on  Nursing  Notes  (SF  510). 


ERIC 


BIADDER  IRRIGATION  (Continued) 
POINTS  TO  EMPHASIZE 

1.  Regulate  flow  of  solution  into  the  bladder  by 
adjusting  the  clamp  on  inflow  tube. 

2.  Maintain  sterility  cf  equipment. 

CARS  OF  EQUIPMENT 

Discard  disposable  equipment  after  use. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BLADDER  IRRIGATION 
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^.BIADDER  INSTILIATION 

PURPOSE 

To  instill  an  antiseptic  solution  into  the  bladder  in 
order  to  prevent  or  treat  infections. 

EQUIPMENT 

Sterile  Catheterization  Tray  and  sterile  gloves 
Prescribed  medication  in  sterile  container 
Sterile  syringe 

PROCEDURE 

1.  Follow  procedure  for  catheterization. 

2.  Fill  syringe  with  medication. 

3.  Attach  syringe  to  catheter  when  urine  has 
ceased  flowing. 

4.  Slowly  inject  the  medication  into  bladder. 

5.  Pinch  and  remove  catheter. 

6.  Instruct  patient  not  to  void  for  a  few  hours. 

7.  Leave  patient  comfortable. 

8.  Record  date,  time,  medication  instilled^  and 
effect  of  treatment  on  Nursing  Notes  (SF  510) . 

9.  Record  time  and  amount  of  solution  used  on  in- 
take and  output  sheet,  if  applicable. 

POINTS  TO  EMPHASIZE 

Instruct  patient  not  to  use  a  bedpan  or  a  urinal  for 
a  few  hours. 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse,  dry  equipment  and  return  to  C.S.R. 

2.  Discard  disposable  items. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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CLEANSING  ENEMA 

PURPOSE 

To  cleanse  the  bowel  and  facilitate  defecation. 

EQUIPMENT 

Disposable  enema  unit  or: 
Enema  tray  containing: 

Irrigating  can  with  rubber  tubing,  plastic  connecting 

tip  and  clamp 

Rectal  tube,  disposable  if  available 
Water  soluble  lubricant 
Toilet  tissue 
Paper  towels 

Protective  sheet  or  pads 
Bedpan  and  cover 

SOLUTIONS  USUALLY  ORDERED 

Soap  (white)  solution  500-1000  cc. 
Tap  water  500-1000  cc. 

Saline  solution  (1  tsp.  to  1  pt.watsjr)  500-1000  cc. 

Fleet  Enema  disposable  unit 

1-2-3-  enema  —  1  oz  magnesium  sulfate 

2  o2  glycerin 

3  o2  water 

PROCEDURE  . 

Instruct  patient  as  to  what  you  are  going  to  do. 
Wash  hands.    Assemble  equipment  in  utility  room: 

a.  Attach  rectal  tube  to  connecting  tip  and 
clamp  tubing. 

b.  Pour  solution  to  be  used  into  the  irrigating  can 
(1)   1/2  02  Ivory  Liquid  to  1000  cc.  of  water  can 

be  used  when  a  soap  solution  is  ordered, 
(a)  Check  temperature  by  pouring  a  small 
cimovint  over  inside  of:  wrist.  (Solution 
should  be  warm) 
Carry  tray  and  bedpan  (covered)  to  bedside. 
Place  bedpan  on  chair  beside  bed.     Place  tray  on 
bedside  tabl(:r. 


1, 
2, 


3, 
4, 
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CLEANSING  ENEMA  (Continued) 


PROCEDURE   ( Continued ) 

5.  Screen  patients 

6.  Lower  backrest.  Place  protective  sheet  or  pads 
under  patient.  Place  patient  in  left  Sims  posi- 
tion. 

7.  Fold  back  covers  t^j  expose  patient's  buttocks.  • 

8.  Open  clamp  on  tubing.     Allow  small  amount  of 
solution  to  run  through  tube  into  bedpan.  Close 
clamp. 

9.  Lubricate  tip  of  rectal  tube. 

10 ..  Insert  tube  gently  for  about  4  inches  into  rectum. 
Hold  in  place.  Open  tube.  Raise  can  approximately 
18  inches  above  buttocks  to  allow  solution  to  flow 
slowly. 

11.  If  patient  complains  of  fullness  or  discomfort^ 
clamp  off  flow  for  a  few  minutes  and  position  pa- 
tient on  his  back^  then  to  the  right  side.  Re- 
lease clamp  and  continue  flow  of  solution.  In- 
struct the  patient  to  breathe  through  his  mouth. 

12.  Continue  flow  until  patient  has  taken  all  solution 
or  as  much  as  he  is  able. 

13.  Clamp  and  withdraw  tubing.  Wrap  in  paper  towel  and. 
place  on  tray. 

14.  Place  patient  on  bedpan.     Elevate  backrest  if  pa- 
tient's condition  permits. 

15.  Place  toilet  tissue  and  call  bell  within  his  reach. 

16.  Check  on  patient  frequently  until  he  has  evacuated 
the  solution. 

17.  Carry  tray  to  utility  room.     Wash  your  hands. 

18.  Remove  bedpan  when  patient  is  finished. 

19.  Take  covered  bedpan  to  utility  room.  Inspect  con- 
tents^ note  amount/  color  and  consistency.  Wash  your 
hands . 

20.  Take  basin  of  water  to  patient  to  wash  his  hands. 

21.  Leave  patient  comfortable. 

22.  Record  time^  type  of  enema  given^  and  results  on 
Nursing  l^otes   (SF  510)  • 

POINTS  TO  EMPHASIZE 

1.  Do  NOT  give  an  enema  to  a  patient  in  a  sitting  or 
standing  position. 

2.  When  a  small  amount  of  solution  is  ordered^  urge 
patient  to  retain  solution  for  at  least  20  minutes 
if  he  is  able. 

3.  Patient  may  go  to  the  bathroom  to  expel  enema  if 
condition  permits. 
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CLEANSING  ENEMA  (Continued) 
POINTS  TO  EMPHASIZE  (Continued) 


4.  When  a  patient  uses  a  commode  to  expel  enema, 
check  contents  before  flushing. 

5.  If  prepared  disposable  enema  is  used,  follow 
directions  on  container. 

6.  NEVER  use  Phisohex  or  green  soap  when  preparing 
soap  solution. 

CARE  OF  EQUIPMENT 

1.  Wash  can  and  tubing  with  warm  soapy  water ^  rinse, 
dry  and  return  to  CSR. 

2.  Discard  disposable  items. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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RETENTION  ENEMA 


PURPOSE 

To  soften  fecal  matter  and  thereby  facilitate  def- 
ecation. 

To  instill  medication  for  local  or  systemic  effect. 
EQUIPMENT 

Disposable  retention  enema  unit  or  enema  tray  with: 

Graduated  measuring  container 

Barrel  of  asepto  syringe 

Rectal  tube  or  catheter  FR  #20 

Curved  basin 

Solution  as  ordered 
Protective  sheet  cr  pad 

PROCEDURE 

1.  Screen  patient  and  tell  him  what  yonr  are  going 
to  do. 

2.  Give  cleansing  enema  30  minutes  prior  to  re- 
tention enema  unless  contraindicated  or  unless  oil 
retention  enema  is  being  given. 

3.  Prepare  solution  as  ordered. 

4.  Attach  rectal  tube  to  asepto  syringe  and  place  in 
curved  basin. 

5.  Take  tray  and  place  on  bedside  table. 

6.  Turn  patient  on  side  most  comfortable  for  him.  Fold 
back  covers. 

7.  Place  protective  sheet  and  cover  under  patient's 
buttocks. 

8.  Lubricate  rectal  tube. 

9.  Fill  syringe  and  txibing  with  solution;  pinch  off 
tubing. 

10.  Insert  the  tube  about  4  inches  into  the  rectum. 

11.  Raise  barrel  of  syringe  even  with  top  of  buttocks. 
Allow  the  solution  to  flow  slowly.    Keep  syringe 
full  until  all  solution  has  been  given. 

12.  Pinch  tube.  Disconnect  syringe.  Remove  tube  and 
place  in  curved  basin. 

13.  Leave  patient  on  his  side.     Replace  top  bedclothes. 

14.  Instruct  him  to  retain  the  solution.    Allow  pa- 
tient to  lie  quietly  and  do  not  disturb  him, 

15.  Record  time,  amount,  type  of  enema  given,  and  whether 
retained  on  Nursing  Notes  (SF  510)  and  Intake  and  Out- 
put sheet,  if  applicable. 
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RETENTION  ENEMA  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Solution  must  be  given  very  slowly. 

2.  If  patient  has  difficulty  retaining  solution, 
apply  gentle  pressure  to  anus  with  toilet  paper 
until  desire  to  defecate  has  passed. 

CARE  OF  EQUIPMENT 

1.  Wash  equipment,  rinse,  dry,  and  return  to  CSR. 

2.  Discard  disposeUsle  items. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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GASTROSTOMY  FEEDINGS 

PURPOSE 

To  introduce  liquid  food  or  medication  into  the 
stomach  by  means  of  a  tube  inserted  directly  into 
the  stomach  through  a  surgical  opening  in  the  ab- 
dominal wall. 

EQUIPMENT 

Feeding  to  be  administered 
Two  protective  towels 
Apepto  syringe  or  funnel 
Curved  basin 
Cup  of  warm  water 
Sterile  4  x  4s 
Paper  wipes 
Ad-iesive  tape 

PROCEDURE 

1.  Wash  hands. 

2.  Measure  prescribed  amount  of  tube  feeding  to  be 
administered  into  a  small  container.  Warm  feeding 
to  room  temperature  by  setting  container  in  a  basin 
of  warm  water. 

3.  Tell  patient  what  you  are  going  to  do. 

4.  The  patient  remains  flat  in  bed;  place  a  protective 
towel  on  each  side  of  gastrostomy  tube. 

5.  Connect  asepto  syringe   (without  bulb)  to  end  of 
gastrostomy  tube. 

6.  Pour  a  small  amount  (20-30  cc)  of  warm  water  In 
asepto  syringe  to  rinse  tube.     Release  clamp. 

7.  To  prevent  air  entering  the  tubing^  follow  water 
immediately  with  sorae  of  the  feeding. 

8.  Feeding  should  always  be  given  slowly.  The  rate  of 
flow  ^.Ziy  be  regulated  by  raising  or  lowering  the 
asepto  syringe. 

9.  At  completion  of  feeding  rinse  tuba  with  20-30  cc 
of  warm  water. 

10.  Reclamp  gastrostomy  tube  before  removing  asr:!pto 
syringe  to  prevent  backflow. 

11.  Check  dressing  around  gastrostomy  tube.  Change  if 
necessary. 

12.  Record  time,  type  of  feeding,  and  amount  on  Nursing 
Notes   (SF.510)  and  Intake  and  Output  Sheet. 
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GASTROSTOMY  FEEDINGS  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Do  not  put  any  tension  on  the  gastrostomy  tube 
during  the  procedure. 

2.  If  tube  is  not  rinsed  before  and  after  p-^"ocedure 
it  will  become  clogged. 

CARE  OF  EQUIPMENT 

1.  After  each  treatment  wash^  rinse  and  dry 
curved  basin  and  asepto  syringe. 

2.  A  new  ^asin  and  syringe  should  be  obtained 
daily. 

3.  After  treatment  is  discontinued  return  asepto 
syringe  to  CSR. 

4.  If  disposable  items  are  used,  discard. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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GASTROSTOMY  DRESSING 


GAUZE  DRESSING 

APPROXiMATELY  10  DAYS  AFTER  THE  GASTROSTOMY  PROCEDURE 
THE  INCISION  AROUND  THE  CATHETER  IS  HEALED.  THE  PHYSICIAN 
IS  THEN  ABLE  TO  REMOVE  AND  REPLACE  THE  GASTRONOMY  TUBE 
WHEN  NECESSARY  FOR  CLEANING  PURPOSES. 
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MURPHY  DRIP 


PURPOSE 

To  administer  fluid  slowly f   (drop  by  drop)  into 
the  gastrointestinal  tract. 

Note  -  This  method  is  used  to  administer  fluid  into 
the  colon  (proctocylsis) f  stomach  (gastric  gavage 
or  gastrostomy  tube) ,  or  small  intestine  (enteros- 
toxtxy  tube) . 

EQUIPMENT 

Calibrated  container 

12"  rubber  tubing  with  clamp 

Murphy  Drip  t\:ibe 

2"  rubber  txabing 

Y  connecting  tube 

24"  rubber  tubing 

Straight  connecting  tube 

30"  rubber  tubing  (as  gas  escape  tube  for  procto- 
cylsis) 
I.V.  stand 

Protective  sheet  and  cover 
Fluids  to  be  administered 
Cup  of  warm  water 

PROCEDURE 

1.  Wash  hands.  ^ 

2.  Measure  prescribed  amount  of  fluid  or  feeding 

to  be  administered  into  container*     Warm  to  room 
temperature . 

3.  Tell  patient  what  you  are  going  to  do. 

4.  ^Vssemble  equipment  in  patient's  room  as  shown  in 
illvistration  on  page  213A> 

5.  Pour  a  small  amount  (20-30  cc.)  of  warm  water  in 
calibrated  container  to  rinse  tubing.     Release  tub- 
ing. 

6.  To  prevent  air  entering  the  tubing,  follow  water  im- 
mediately: with  some  of  the  feed7lng. 

7.  The  flask  of  solution  is  hung  12  inches  above  the 
area  through  which  the  solution  is  administered. 

8o  The  flow  of  solution  is  regulated  at  the  rate  pre- 
scribed by  the  doctor.     This  may  vary  from  10-60 
drops  per  minute. 

9.  Record  on  Nursing  Notes  (SP  510),  time  procedxire 

started,  type  of  solution,  rale  of  flow,  and  any  ad- 
verse effect  on  patient.  Record  amount  on  Intake  and 
Output  Sheet • 
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MURPHY  DRIP  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Maintain  an  accurate  record  of  amount  of  solution 
administered  on  Intake  and  Output  Sheet. 

2.  Close  observation  is  necessary  to  assure  the  solution 
is  flowing  at  the  proper  rate. 

3.  Stoppage  may  result  from  clogged  tube  or  inability 
of  the  patient  to  absorb  the  solution.     Open  clogged 
tube  by  pinching  it  several  times.     If  unable  to  open 
tube,  notify  WMO. 

4.  Remember  to  change  the  patient's  position  frequently 
since  this  treatment  may  last  several  days. 

CARE  OF  EQUIPMENT 

1.  Change  the  complete  Murphy  Drip  administration  set 
daily  during  prolonged  treatment. 

2.  When  new  set  is  hung,  wash  used  equipment  and  return 
to  CSR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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MURPHY  DRIP  TUBE 


SAFETY  PIN  THROUGH  TUBING 
MUSLIN  BANDAGE 


SETUP  FOR 
ADMINISTRATION 
OF  FLUIDS  BY 

MURPHY 
DRIP  METHOD 


CALIBRATED  CONTAINER 
12  INCHES 


MURPHY  DRIP  TUBE 
2  INCHES     CONNECTING  TUBE 


GAS  ESCAPE  TUBE 


CATHETER  TO  PATIENT 


NOTE  POSrrON  OF  PLACEMENT  OF  Y  TUBING 
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GASTRIC  LAVAGE 

PURPOSE 

To  wash  out  the  stomach. 
EQUIPMENT 

Stoiftach  tube  (Ewald)  in  basin  of  ice  or  plastic 

stomach  tube  with  removable  funnel 
Large  pitcher  of  solution  as  ordered 
Large  pail 

Protective  sheet  or  pads 
Curved  basin 
Paper  wipes 

Water  soluble  lubricant 
Stethoscope 

PROCEDURE 

1.  Wash  hands. 

2.  Tell  patient  what  you  are  going  to  do. 

3.  Place  protective  sheet  and  cover  in  position. 

4.  Place  pail  in  position  to  receive  return  flow. 

5.  Lubricate  ttibe. 

6.  -  Place  tube  far  back  in  mouth.    Ask  patient  to  swal- 

low. Each  time  patient  swallows  insert  tube  a  few 
inches  until  marker  is  reached. 

7.  Tube  should  pass  without  coughing^  change  in  color 
or  disturbance  in  respiration.  If  in  do\ibt,  remove 
tube.    (A  stomach  tube  with  a  removable  funnel  may 
l>e  injected  with  air.  A  stethoscope  in  place  on  the 
epigastric  area  of  the  abdomen  will  detect  the  sound 
of  air  rushing  into  the  stomach. 

8.  When  tube  has  been  inserted  into  the  stomachy  pour 
approximately  350  cc.  of  solution  through  funnel  in- 
to stomach. 

9.  Invert  funnel  over  pail  and  below  level  of  patient's 
stomachy  allowing  contents  of  the  stomach  to  flow  out, 

10.  When  flow  of  stomach  contents  ceases;  raise  funnel 
above  level  of  patient's  stomach  and  pour  in  about 
350  cc.  of  solution. 

11.  Repeat  steps  8  and  9  until  all  solution  has  been  used 
and  return  flow  has  ceased. 

12.  Pinch  tubing  at  patient's  lips.  Remove  quickly. 

13.  Record  time,  amount  of  solution  used,  and  amount  and 
character  of  returns  on  Nursing  Notes  (SP  510). 
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GASTRIC  LAVAGE  (Continued) 


POINTS  TO  EMPHASIZE 

Tube  should  be  firmly  pincho.d  off  while  being  re- 
moved to  prevent  aspiration  of  gastric  contents  into 
lungs . 

CARE  OF  EQUIPMENT 

1.  Wash,  rinse,  dry  and  return  to  CSR. 

2.  Discard  disposable  items 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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GASTRIC  GAVAGE 

PURPOSE 

To  introduce  liquid  food  or  medication  into  the 
stomach  by  means  of  a  tube. 

.EQUIPMENT 

Levin  tube,  rubber  or  plastic 
Water  soluble  lubricant 
20  or  30  cc.  syringe 

Asepto  syringe   (without  bulb)  or  plastic  calibrated 

container  with  attached  tubing^  clamp  and  connector. 
Protective  sheet  or  pad 
Paper  wipes 
Curved  basin 
Adhesive  tape 
Clamp 

Container  of  prescribed  fluid 

I.V.  Standard 

Stethoscope 

Cup  of  warm  water 

PROCEDURE 

1.  Wash  hands. 

2.  Measure  prescribed  amount  of  solution  in  container. 
Warm  feeding  to  105°  F  by  setting  container  of  feed- 
ing in  basin  of  warm  water. 

3.  Tell  patient  what  you  are  going  to  do. 

4.  Place  patient  in  semi-Fowler's  position  if  not  contrain 
dicated, 

5.  Place  protective  sheet  or  pad  in  position. 

6.  Lubricate  end  of  tube  to  be  inserted, 

7.  Hold  tube  six  inches  from  tip. 

Insert  through  nose  until  second  marker  has  been 
passed. 

8.  Tube  should  pass  without  coughing,   change  in  color 
or  disturbance  in  respiration.     When  certain  that 
tube  is  not  in  trachea,  attach  syringe  and  aspirate 
for  gastric  contents  or  inject  tube  with  a  syringe 
full  of  air.     A  srethoscope  in  place  over  the  epi- 
gastric area  of  the  abdomen  will  detect  the  sound 
of  air  rushing  into  the  stomach, 

9.  Clamp  tube,  remove  syringce  and  tape  tube  in  place. 
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GASTRIC  GAVAGE  (Continued) 
Piy)CEDURE  (Continued) 

10,  Atitach  asepto  syrii^ige, 

11,  Pour  warmed  solution  into  asepto  syringe, 

12,  Release  clamp.  Allow  solution  to  run  through 
tubing  slowly  and  refill  asepto  syringe  so  as 
not  to  allow  air  to  enter  tubing, 

13,  Repeat  steps  11  and  12  until  all  solution  is 
administered , 

14,  Add  a  small  amount  of  warm  water  to  clear  Levin 
tube  when  feeding  is* finished, 

15,  Clamp  tube.  Disconnect  asepto  syringe, 

16,  If  disposable  plastic  container  and  tubing  is  used: 

a.  Follow  steps  1  through  9, 

b.  Pour  solution  to  be  administered  into  plastic 
container  after  clamping  off  the  tubing, 

c.  Hang  container  on  I.V,  standard. 

d.  Release  clamp.     Allow  solution  to  run  through 
tubing.     Replace  clamp  and  connect  tubing  to 
the  Levin  tube  by  means  of  the  plastic  con- 
nector, 

e.  Kelease  clamp,  allowing  fluid  to  flow  at  a  slow 
steady  rate, 

f.  Add  small  amount  of  warm  water  to  clear  Levin 
tube  when  feeding  is  finished, 

g.  Clamp  Levin  t\ibe.  Disconnect  from  plastic  tubing 
and  container. 

17,  Pinch  and  remove  Levin  tube  quickly.  Leave  Levin 
tube  in  place  and  clamped  if  procedure  is  to  be  re- 
peated, 

18,  Record  time,  amount  and  type  of  solution  administered, 
and  reaction  of  patient  on  Nursing  Notes   (SF  510) . 

19,  Record  time,  amount  and  type  of  solution  on  Intake  and 
Output  sheet. 

POINTS  TO  EMPHASIZE 

1,  Use  lubricant  sparingly.     If  used  in  excess,  there 
is  danger  of  aspiration. 

2,  If  patient  is  conscious,  instruct  him  to  swallow 
as  tube  is  being  passed  to  aid  its  passage, 

3,  If  patient  manifests  any  adverse  symptoms  such  as 
choking,  coughing,  cyanosis^  remove  the  tube. 
Allow  patient  to  rest  and  attempt  insertion  later, 

4,  Insert  Levin  tube  through  nose  unless  contraindi- 
cated.     If  any  obstruction  is  noted ,  discontinue  and 
notify  medical  officer, 

5,  Be  certain  tube  has  been  passed  into  stomach  and  not 
respiratory  tract , 
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GASTRIC  GAVAGE  (Continued) 


CARE  OF  EQUIPMENT 

1.  After  each  treatment,  rinse  plastic  container 
and  tubing  with  50-100  cc  water.  The  container 
and  tubing  should  be  changed  daily. 

2.  Discard  disposable  items  when  treatment  discontinued. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COMMONLY  USED  NASO  GASTRIC  TUBES 


Type  of  Tube 
A.  LEVIN 


B.  EWALD 
(Gastric 
Lavage) 


Description 

Rubber  on  plastic.  No. 
12*18  Fr.  4  foot  tube, 
multiple  holes  near  the 
rounded  tip. 

Large  lumen-passed 
through  the  mouth  and 
into  the  stomach.  Red 
rubber  with  bulb  and 
single  eye. 


Purpose 

Feeding;  Gastric 
Decompression. 


Washing  out  poisons 
or  other  substances 
from  the  stomach; 
aspirating  large 
amounts  of  sub- 
stamces  from  the 
stomach. 


C.  MILLER 
ABBOTT 


D.  SALEM 

SUMP  TUBE 


E.  SENGSTAKEN 
BLAKEMORE 


F.  CANTOR 
(Rubber) 
KASLOW 
(Plastic) 


Long  double  lumen  tube. 
One  lumen  has  an  outlet 
into  a  small  rubber  bag. 
This  tube  has  suction 
and  inflation  tips  and  is 
inflated  with  mercury, 
after  intubation  of  tube. 

Double  lumen,  rubber 
on  plastic.  Sump 
design  permits 
continuous  suction* 

Rubber,  triple  lurn.en, 
two  balloon  tube. 
Baloons  inflated 
following  intubation. 

Single  tumen,  long 

rubber  tube  with  a  small 

rubber  bag  fastened  to 

the  distal  end. 

Bag  is  filled  with 

5  -  10  CO  of  mercury. 


Decompression  of 
bowel  by  removal 
of  air  and  fluid. 
Weighted  to 
facilitate  passage 
into  bowel. 


Gastric  De- 
compression. 


Cpntrol  of  bleeding 
of  esophageal 
varices  by  pressure 
from  balloons. 

Decompression  of 
bowel  by  removal  of 
air  and  fluid. 
Weighted  to 
facilitate  passage 
into  bDwel. 
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CQMMOMLV  USED  NASO-GAmC  TUBES 
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ESOPHAGEAL  B/;LLOON  INTUBATION 


(Sengstaken-Blakemore  Tube) 

PURPOSE 

To  control  bleeding  from  esophageal  varices  by  the 
use  of  inflated  balloons. 

EQUIPMENT 

Esophageal  varices  tube  v/ith  balloons  attached 
Mercury  manometer  or  aneroid  gauge  of  Tycos 

r ohygmomanome  t er 
Y  connecting  tube 
50  cc.  syringe 

Constant  intestinal  suction  machine 

Water  soliible  lubricating  jelly  (not  vaseline) 

Glass  of  water  with  straw 

Three  rubber  shod  clamps  (Crile  or  Kelly) 

Butyn  or  cocaine  nasal  spray 

2  1/2  feet  good  grade  rubber  tubing  (size  and 

quality  used  on  blood  pressure  manometer) 
Curved  basin 
Rubber  bands 

Adhesive  or  cellulose  (Scotch)  tape 
Square  of  foam  rubber 
Irrigating  solution  as  prescribed 
Sign  -  "NPO"  (nothing  by  mouth) 

PROCEDURE 

1.  Wash  hands. 

2.  Assemble  equipment. 

a.  Test  balloons  for  air  leaks. 

b.  Evacuate  all  the  air  from  the  balloons  and 
reinsert  rubber  plugs. 

c.  Coat  both  balloons  and  lower  part  of  tuL *  uith 
lubricating  jelly. 

d.  Connect  tubing  to  Y  tube  and  manom  :Ler  tube. 

3.  Take  equipment  to  patient's  bedside. 

4.  Explain  procedure  to  patient  (prepare  him  as  for 
any  intubation) 

5.  Medical  officer  inserts  tube.     Assist  him  as  in- 
dicated; 

a.  Reassure  patient. 

b.  Give  patient  water  (via  drinking  straw)  to 
swallow  during  tube  insertion. 

c.  Have  emesis  basin  ready. 

6.  After  insertion  of  the  tube: 

a.  Inflate  gastric  balloon  with  50  cc.  of  air,  then 
clamp  conical  portion  3  cm  from  the  end. 
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ESOPHAGEAL  BALLOON  INTUBATION  (Continued) 


PI^OCEDURE  (Continued) 
6. 

Connect  esophageal  tube  to  manometer  tabing. 

c.  Inflate  esophageal  balloon  to  35-40  mm  of 
mercury  pressure. 

d.  Aspirate  all  air,  water  and  blood  through 
gastric  tube. 

e.  Irrigate  continuously  with  50  cc.  of  prescribed 
solution  to  prevent  clotted  blood  from  plugging 
tube. 

7.  Connect  gastric  aspiration  tube  to  suction. 

8.  Post  "NPO"  sign  at  bedside. 

9.  Follow  written  orders  for: 

a.  Pressure  checks  -  note  base  line  pressure  - 
maximum  45,  not  transient  peaks. 

b.  Tube  irrigations. 

10.  Keep  head  of  bed  elevated  45  to  60  degrees. 

11.  Record  time  tube  inserted  and  by  whom;  pressure 
checks,  irrigations  and  description  of  drainage, 
effect  on  and  condition  of  patient  on  Nursing 
Notes  (SF  510) . 

12.  Keep  accurate  intake  and  output  record. 

POINTS  TO  EMPHASIZE 

1.  Tube  is  passed  by  Medical  Officer^ 

2.  Tension  on  the  tube  should  be  maintained  by  some 
form  of  traction.    The  Medical  Officer  will  designate 
the  method. 

3.  If  bright  red  bleeding  continues  after  30  minutes 
of  careful  lavaging,  notify  doctor  who  may  order  an 
increase  in  pressure  of  esophageal  balloon. 

4.  If  patient  continues  to  bleed  after  pressure  was 
increased  to  45  mm  mercury,  notify  doctor  (bleeding 
may  be  from  gastric  Vcuriees) 

5.  After  minimal  pressure  (in  esophageal  balloon)  re- 
quired to  control  bleeding  is  determined,  clamp  tube 
to  prevent  air  leaks. 

6.  Give  medications  as  indicated  to  instire  patient  is 
adequately  sedated.    This  helps  prevent  regurgitation. 

7.  Instruct  patient  to  expectorate  saliva  as  soon  as  it 
accumulates. 

8.  Good  oral  hygiene  is  essential. 

9.  Aspirate  stomach  for  residual  prior  tr>  each  feeding. 
Gastric  feedings  are  usually  initiated  after  control 
of  bleeding. 

10.  Wash  tube  with  20  cc.  water  after  each  feeding. 

11.  This  is  an  emergency  procedure.     Tray  of  essential 
equipment  shoula  be  available  at  all  times. 
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ESOPHAGEAL  BALLOON  INTUBATION  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INTESTINAL  INTUBATION 


(Miller-Abbott  Tubfe) 


PURPOSE 


To  deconpress  intestine  by  removing  air  and  fluid. 


Miller-Abbott  Tube 
Mercury,  if  ordered 
Water  soluble  lubricant 
30-50  cc.  syringe 
Basin  cracked  ice 

Three  rubber  adapters  about  3"  long 

One  small  adhesive  strip  marked  "to  balloon" 

One  small  adhesive  strip  marked  "to  suction" 

Y  connecting  tube 

One  Kelly  clamp 

Suction-siphonage  apparatus 

Glass  of  water 

Drinking  tube  or  straw 

Tissue  wipes 

Curved  basin 

Protective  sheet  or  pads 

Bath  towel 

Elastic  bands 

Safety  pin 

Adhesive  or  cellulose  tape 


1.  Wash  hands. 

2.  Explain  procedure  and  its  purpose  to  patient. 

3.  Attach  N.P.O.  sign  to  bed. 

4.  Test  balloon  on  Miller-Abbott  tube  for  inflation 
and  leakage. 

a.  Inflate  balloon  with  air  from  syringe.  Check 
for  leaks. 

b.  iTTunerse  balloon  section  in  water.  Inflate  and 
c.^eck  for  leaks  by  squeezing  balloon. 

5.  Place  Miller-Abbott  tube  in  basin  of  cracked  ice. 

6.  Bring  all  equipment  to  bedside  and  screen  patient. 

7.  Secure  bath  towel  around  patient's  neck.  Place 
protective  cover  over  bedding.  j 


8.  Attach  rubber  adapter  to  metal  tip  of  Miller-  Abbott 
Tube  leading  to  suction.    (Page  219)  LABEL:   "To  \ 
Suction",  \ 

9.  Attach  second  rubber  adapter  to  metal  tip  of  Miller- 
Abbott  Tubts  leading  to  balloon.     LABEL:  "To  Ballpon." 
a.  Clamp  adapter  by  folding  over  and  securing  with 

several  twists  of  elastic  band  or  adhesive.--"^ 


EQUIPMENT 


PROCEDURE 
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INTESTINAL  INTUBATION  (Continued) 


(Miller-Abbott  Tube) 
PROCEDURE  (Continued) 

10.  Assist  medical  officer  in  passing  tube. 

a.  Have  lubricant  ready. 

b.  Give  patient  sips  of  water  when  directed. 

c.  Encourage  patient  to  breathe  through  mouth. 

11.  When  the  tube  is  inserted  to  the  desired  level 
connect  to  suction-siphonage  apparatus  as  fol- 
lows: 

a.  Attach  Y  tube  to  open  end  of  adapter  marked 

"to  suction." 
b*  Connect  one  arm  of  Y  tube  to  suction-siphonage 

apparatus.  The  other  end  is  used  for  irrigating 

the  tube.    Apply  a  rubber  tip  and  clamp  when  not 

in  use. 

12.  In  order  to  advance  the  tube,  tiorn  patient  on  right 
side  and  advance  the  distance  prescribed. 

13.  Tape  tube  to  side  of  face. 

14.  The  medical  officer  will  inflate  balloon  with  air, 
water  or  mercury  after  it  has  passed  into  the  in- 
testine. 

15.  To  irrigate  tube. 

a.  Clsonp  tube  leading  to  suction-siphonage  apparatus. 

b.  Open  clanp  on  irrigating  arm  of  Y  tubing  and  ir- 
rigate . 

16.  Keep  accurate  intake-output  record. 

17.  Chart  time  tube  was  inserted*,  by  whom  aad  patient's 
reaction  on  Nursing  Notes  (SF  SIO) . 

POINTS  TO  EMPHASIZE 

1.  Check  for  and  remove  dentures  before  tube  is  passed. 

2.  The  medical  officer  will  insert  and  remove  Miller- 
Abbott  tube. 

3.  6iv3  frequent  oral  and  nasal  hygiene. 

4.  Never  disturb  rubber  adapter  leading  to  balloon. 

CARE  OF  EQUIPMFyT 

I.  Disconnect  drainage  bottle  and  tubiag  from  suction- 
siphonage  apparatus.  Measure  and  record  contents. 
Wash 7  rinse,  and  dry. 
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INTESTINAL  INTUBATION  (Continued) 
(Miller-Abbott  Tube) 
CARE  OF  EQUIPMENT  (Continued) 

2.  Use  syringe  to  force  warm  soapy  water  through 
tube.  Rinse  well. 

3.  Return  txabe  and  suction  apparatus  with  bottles  to 
CSR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PHELAN  HAND  PUMP  SUCTION  SIPHONAGE 


PURPOSE 

To*  provide  constant  suctioning  of  gastrointestinal 
tract. 

EQUIPMENT 

Hand  pump  suction  apparatus 
Y  connecting  tip 

Rubber  tubinjs   (two  3-4  foot  lengths,  one  6  inch  length) 
Two  clamps 

Drainage  bottle  with  glass  tubing 
PROCEDURE 

1.  Insert  gastric  tube  according  to  directions  given 
on  page  214. 

2.  To  assemble  suctioning  equipment: 

a.  Insert  two  lengths  of  glass  tubing  through  holes 
in  rubber  stopper  of  drainage  bottle. 

b.  Insert  rubber  stopper  into  gallon  bottle.  Be  sure 
stopper  fits  tightly* 

c.  Connect  one  length  of  rubber  tubing  to  short  glass 
tuhdng  on  stopper  of  drainage  bottle;  connect  other 
end  of  this  rubber  tubing  to  gauge  on  tank. 

d.  Connect  one  end  of  second  length  of  riobber  ♦'ubing 
to  long  glass  tubing  on  stopper  of  drainage  boLtle; 
connect  other  end  of  this  rubber  tubing  to  long 
stem  of  Y  connector. 

e.  Connect  gastric  tube  to  one  short  arm  of  Y  con- 
nector . 

f .  Attach  short  rubber  tubing  with  clamp  to  free  arm 
of  Y  connector. 

3.  To  ii;tart  siphonage: 

a.  Open  needle*  valve  on  ttink  by  turning  knurled  knob 
in  counter  clockwise  direction  (to  left) . 

b.  Create  suction  in  tank  by  pumping  approximately 

40  -  50  strokes  until  gauge  registers  3-5  pounds. 

4.  Irrigate  gastric  tube  as  ordered  by  medical  officer. 

5.  Record: 

a.  Total  gastric  drainage  on  Intake  and  Output  sheet 
every  twenty-four  hours. 

b.  Time  suction  was  started,  irrigations/,  and  charac- 
ter of  returns  on  Nursing  Notes  (S'^  510) . 
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PHELAN  HAND  PUMP  SUCTION  SIPHONAGE  (Continued) 
POINTS  TO  EMPHASIZE 

1.  Watch  gauge.     Dial  should  read  3-5  pounds  during 
treatment. 

2.  Collapse  of  the  tube  indicates  too  much  suction,, 

3.  if  system  is  free  of  leaks /  suction  should  be 
sufficient  to  last  for  15-20  hours  without  repump- 
ing  the  tank. 

CKXE  OF  EQUIPMENT 

1*  Wash  drainage  bottle  and  glass  tubing  every 

twenty-four  hours. 
2.  Wash  gastric  equipment  and  return  to  CSR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HAND  PUMP  SUCTION  APPARATUS 


PHELAN-WANGENSTEEN 


Short  Rubber  Tubing  for 
Irrigating  Purposes 


GASTRIC  TUBE  IRRIGATION 


PURPOSE 

To  maintain  patency  of  nasogastric  tube. 
EQUIPMENT 

Basin  of  normal  rsaline  or  water  as  ordered 
20  or  30  cc.  syringe 
Curved  basin 
Clamp 

PROCEPrRE 

1.  Wash  hands. 

2.  Explain  procedure  and  its  purpose  to  the  patient. 

3.  Clamp  tubing  to  drainage  bottle. 

4.  Place  curved  basin  under  Y  connector. 

5.  Open  clamp  on  rubber  irrigating  t\ibe. 

6.  Fill  syringe  with  prepcribed  amount  of  solution. 
Inject  solution  slowly  into  tube.    Aspirc.te  slowly. 

7.  Repeat  irrigation  two  or  three  times. 

8.  Clamp  irrigating  tube.     Unclamp  tube  to  drainage 
bottle. 

POINTS  TO  EMPHASIZE 

1.  If  equipment  is  left  at  bedside  for  hourly  irrigations, 
keep  covered. 

2.  If  straight  connecting  tube  is  used,  disconnect  the 
gastric  tube  frcm  connector.  Irrigate  in  same  manner. 

3.  When  free  flow  oannot  be  established,  notify  the  medi- 
cal olficer.  « 

4.  Intake  and  output  must  be  measured  carefully.  Thri 
amount  of  solution  injected  and  amount  of  return  flow 
should  be  recorded  as  intake  and  output. 

5.  Record  time  of  irrigation,  amount  of  solution  inject- 
ed and  returned,  and  reaction  of  patient  on  Nursing 
Notes   (SF  51u) . 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PERITONEAL  LAVAGE/DIALVSIS 


PURPOSE 


To  aid  in  the  removal  of  waste  products  when  the 
kidneys  are  malfunctioning. 


EQUIPMENT 


Peritoneal  dialysis  administration  sets 

Peritoneal  catheter 

Peritoneal  dialysis  solutions 

2  cc.  and  10  cc.  syringes 

Hemostats  or  clamps 

Paracentesis  set 

Infusion  stand 

Calibrated  1000  cc  container,  sterile 

Operative  Permit,  SF  -  522 

Skin  antiseptic 

Sterile  gloves 

Gauze  dressings 

Adhesive  tape 

Scissors 

Razor  with  blade 
Glass  marking  pencil 
Medications  as  ordered 
Local  anesthetic 


PROCEDURE 


1.  Have  operative  permit  signed. 

2.  Instruct  patient  as  to  what  you  are  going  to  do. 

3.  Shave  abdomen. 

4.  Have  patient  "^oid  or  catheterize  if  necessary. 

5.  Take  and  record  blood  pressure  and  pulse. 

6.  Wash  hands. 

7.  Bring  equipment  to  bedside. 

8.  Place  patient  in  supine  or  semi-supine  position. 

9.  Prepare  solutions: 

a.  Heat  2000  cc  dialysis  solution  to  approximately 
body  temperature  but  no  warmer. 

b.  Add  medication  to  solutiou  as  ordered.  Label. 

c.  Mark  fluid  level  on  both  bott!  is» 

d.  Attach  tubing    .o  each  bottle  Biud  hang  on  infusion 
stand. 

e.  Fill  tubing  with  solution*  Clamp. 
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PERITONEAL  LAVAGE/DI j^YSIS  (Continued) 


PROCEDURE  (Contiiiued) 

10 •  Assii^t  medical  officer.  Prepare  paracentesis  tray 
and  peritoneal  catheter. 

11.  Unclamp  tubing  after  catheter  has  been  connected, 
a.  Allow  solution  to  flow  into  abdomen  as  rapidly 

as  possible,  5-10  minutes  for  completion. 

12.  Clcimp  tubing  when  bottles  are  eriptied.     Leave  tiibing 
filled  with  solution. 

13.  Remove  bottles  from  infusion  stand  and  place  in  bot- 
tle ca?;rier  attached  to  bed. 

14.  Secure  tubing  to  side  of  bed  to  prevent  kinking. 

15.  Wait  60  to  90  minutes.  Unclamp  tubing  and  allow  solu- 
tions to  drain  back  into  bottles. 

16.  Clamp  tubing  when  bottles  refill  to  previously  marked 
fluid  level. 

17.  Drain  excess  fluid  into  sterile  calibrated  container. 

18.  Begin  second  infusion  just  before  measuring  previous 
one.    (Total  drainage  time  about  15-20  minutes) 

19.  Repeat  procedure  until  di*^  -jntinued  -  usually  12  - 
36  hours. 

POINTS  TO  EMPHASIZE 

1.  Observe  patient  closely  for  state  of  consciousness 
and  impending  shock. 

2.  Avoid  dislodging  peritoneal  catheter  when  provifling 
nursing  care. 

3.  Take  and  record  pulse  and  blood  pressure  every  10  - 
15  minutes  \mless  otherwise  ordered. 

4.  Report  any  pain,  discomfort  or  bleeding. 

5.  Maintain  accurate  Intake  and  output  record. 

6.  If  amount  of  withdrawn  fluid  does  not  correspond 
closely  with  aumount  infused,  notify  mcidical  officer. 

7.  Prepare  additional  solution  bottles  in  advance  and  be 
prepared  to  administer  as  soon  as  previous  one  is  com- 
pleted. 

o>  Retain  used  bottles  and  excess  fluid  for  medical  of- 
ficer to  inspect. 

9.  Record  starting  and  completion  times  for  ea.h  change 
and  when  drugs  are  added. 

SPECIAL  CHARTING 

1.  Preci:^  ,i  amount  and  time  infusions  are  started  and  com- 
pleted, and  character  and  amount  of  drainage. 

2.  All  medications  and  solutions  used. 

3.  Vital  signs  and  ucher  observations. 
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PERITONEAL  LAVAGE/DIALYSIS  (Continued) 


CARE  OF  £QUIPMENT 

1.  Retain  used  solution  bottles  and  excess  fluid  until 
disposition  is  directed  by  medical  officer. 

2.  Discard  disposable  equipment. 

3.  Wash,  rinse  and  disinfect  other  equipment  and  re- 
turn to  CSR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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OXYGEN  BY  TENT 


PURPOSE 

To  provide  a  high  concentration  of  oxygen  by  inhala- 
tion. 

EQUIPMENT 

Oxygen  by  cylinder  or  wall  outlet. 
Oxygen  tent 

Gauge  and  rubber  *-ubing 

Nonmagnetic  wrench 

Two  cotton  blankets 

Cotton  sheets 

Hand  '^ell 

"NO  SMOKING"  signs 

PROCEDURE 

1.  "Crack"  cylinder  outside  of  the  room.  Attach 
gauge  and  tubing.     Use  nonmagnetic  wrench. 

2.  Open  cylinder  valve  to  check  for  leaks.     Close  valve. 

3.  Check  canopy  and  tent  tubing  for  holes. 

4.  Wash  hands.  Tell  the  patient  what  you  are  going  to  dc. 

5.  Use  cotton  blanket  to  cover  patient. 

6.  Replace  electric  call  signal  with  hand  bell* 

7.  Place  "NO  SMOKING"  signs  at  entrance  to  unit  and  at 
bedside. 

8.  Take  tent  and  oxygen  to  bedside.     Secure  cylinder 
to  carrier  or  bed  with  two  straps. 

9.  Connect  tent  to  oxygen. 

10.  Place  3-prong  safety  plug  into  grounded  electrical 
outlet. 

11.  Set  gauge  valve  for  15  liters. 

12.  Place  canopy  over  upper  part  of  bed.     Tuck  well  under 
mattress  at  sides  and  head  of  bed.     Bring  front  down 
over  patient. 

13.  Fold  cotton  sheet  ±n  fourths.  Place  front  edge  of 
canopy  within  folds  of  sheet.     Tuck  in  under  mattress 
at  both  sides. 

14.  Reduce  oxygen  flow  to  10-12  liters  in  20  minutes. 

15.  Test  inside  of  tent  for  drafts  by  placing  hand  in 
various  locations  rear  patient's  head. 

16.  Adjust  temperature  to  68  degrees  or  to  patient's 
comfort. 

17.  Record  time,  treatment  started,  rate  of  oxygen  flow, 
how  administerec ,  and  effect  of  treatment  on  Nursing 
Notes   (SF  510) . 
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OXYGEN  BY  TENT  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Check  equipment  frequently: 

a.  Oxygev*  supply. 

b.  Tent  for  leaks. 

c .  Temperature . 

2.  See  that  the  inflow  tube  or  shutter  is  clear  and  not 
covered . 

3.  Keep  extra  cylinders  of  oxygen  on  hand.     Follow  local 
instruction  for  securing  cylinder. 

4.  Remove  patient  from  canopy  ii:  electricity  fails. 

5.  Start  flow  of  oxygen  before  placing  patient  in  tent. 

6.  Do  not  use  oil,  give  alcohol  rubs,  use  wool  blankets 
or  electrical  devices  while  patient  is  in  oxygen  tent. 

Iz  Take  rectal  temperatures  while  patient  is  in  oxygen 
tent. 

CARE  OF  EQUIPMENT 

1.  Remove  tent.  Close  valves  on  gauge  and  cylinder. 

2.  Wash  tent  with  soap  and  water,  rinse  and  dry. 

3.  Remove  gauge.     Cap  the  cylinder.    Attach  label 
indicating  the  amount  of  oxygen  remaining. 

4.  Return  equipment  to  CSR  or  oxygen  therapy  department. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


OXYGEN  BY  MASK 


PURPOSE 

To  administer  a  higher  concentration  of  oxygen  to  the 
patient  than  is  available  in  the  atmosphere  or  in  an 
oxygen  tent. 

EQUIPMENT 

Oxygen  by  cylinder  or  wall  outlet 
Gauge 

Four  feet  of  rubber  tubing 
Nonmagnetic  wrench 
"NO  SMOKING"  signs 
O2  mask 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  '  :;rack"  cylinder  outside  of  room.    Attach  gauge  with 
nonmagnetic  wrench. 

3.  Connect  tubing  and  mask. 

4.  Open  cylinder  valve  and  check  for  leaks  in  equipment. 

5.  Take  equipment  to  bedside.     Secure  cylinder  to  bed 
or  carrier. 

6.  Post  "NO  SMOKING*  signs  at  entrance  of  ward  or  room, 
and  at  bedside. 

?•  Turn  on  oxygen.    Adjust  flow  as  ordered,  6  to  8  liters 
per  minute. 

8.  Place  mask  on  patient's  face.    Adjust  head  band  so 
mask  fits  snugly. 

9.  Remove  mask  every  1  to  1  1/2  hours*     Sponge  and  dry 
patient's  face  and  inside  of  mask.     Reapply  mask. 

10.  Record  time,  rate  of  flow  oC  oxygen,  how  administered, 
and  effect  of  treatment  on  Nursing  Notes  (SF  510) . 

POINTS  TO  EMPHASISE 

1.  Check  mask    round  edges  for  leakage.    A  small  piece 
of  gau'ze  ol  cotton  over  cridge  of  nose  or  chin  may 
be  necessary  to  prevent  leakage. 

2.  Watch  breathing  bag.     It  should  inflate  when  patient 
exhales  and  deflate  when  patient  inhales. 

3.  A  humidifier  is  not  usually  used  when  administering 
oxygen  by  mask.    Moisture  that  collects  within  the 
mask  from  the  patient's  exhalations  usually  provides 
enough  humidif ication  for  the  oxygen. 
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OXYGEN  BY  MASK  (Continued) 


CARE  OF  EQUIPMENT 

1.  Remove  mask.    Close  valves  on  gauge  and  cylinder. 

2.  Wash  mask  witli  soap  and  water.  Rinse  and  dry. 

3.  Cap  the  cylinder  and  attach  label  indicating  the 
amount  of  oxygen  remaining. 

4.  Return  all  equipment  to  CSR  or  0^  thereby  depart- 
ment •  ^ 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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Or^YGEN  BY  CATHETER 


PURPOSE 

To  administ:er  a  higher  concentration  of  oxygen  than  is 
available  in  the  atmosphere. 

EQUIPMENT 

Oxygen  by  cylinder  or  wall  outlet 

Gauge  and  humidifier 

Oxygen  catheter,  rubber/plastic 

Four  feet  of  rubber  tubing 

Nonmagnetic  wrench 

Water  soluble  lubricant 

Paper  wipes 

"NO  SMOKING"  signs 

Tongue  blades 

Flashliglit 

Adhesive  tape 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Crack  cylinder  outside  of  room. 

3.  Fill  hiomidifier  to  fluid  level  with  distilled  water. 

4.  Connect  gauge,  humidifier  and  tubing  to  cylinder 
with  nonmagnetic  wrench. 

5.  Open  cylinder  valve,  check  for  leaks. 

6.  Take  equipment  to  bedside.     Secure  cylinder  to  car- 
rier or  bed. 

7.  Post  "NO  SMOKING"  signs  at  entrance  to  unit  and 
at  bedside. 

8.  Attach  catheter  to  oxygen  supply. 

9.  Measure  distance  from  tip  of  patient's  nose  to  lobe 
of  ear.     Mark  this  point  with  adhesive  tape. 

10.  lubricate  catheter  tip  sparingly. 

11.  Turn  on  oxygen.     Adjust  flow.   (5-8  litf^rs  per  minute) 

12.  Insert  catheter  into  patient's  nostril  slowly. 

13.  Ask  patient  to  open  his  mouth.     Use  tongue  blade  and 
light  to  check  position  of  the  catheter.  The  tip  should 
be  seen  just  opposite  the  uvula  when  it  is  in  the  cor- 
rect position. 

14.  Tape  catheter  at  side  of  patient's  temple  and  at  bridge 
of  nose. 

15.  Secure  tubing  to  the  bed  leaving  sufficient  tubing  to 
allow  the  patient  free  movement  in  bed. 

16.  Record  time,  rate  of  oxygen  flow,  how  administered, 
patient's  reaction  and  effect  of  treatment  on  Nursing 
Notes    :SF  510) . 


OXYGEN  BY  CATHETER  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Distilled  water  MUST  be  used  in  the  humidifier. 

2.  Change  catheter  every  12  hours.     Insert  clean  one 
in  opposite  nostril. 

3.  It  is  extremely  important  that  tip  of  catheter  rests 
just  opposite  the  uvula. 

4.  Check  tubing  frequently  to  make  sure  it  is  not  pinched 
or  kinked. 

CARE  OF  EQUIPMENT 

1..  Close  valve  on  gauge  and  cylinder. 

2.  Remove  gauge.  Empty  humidifier. 

3.  Cap  cylinder f  attach  label  indicating  amount  of 
oxygen  remaining, 

4.  Wash  catheter  and  return  to  CSR  or  discard  dis- 
posable ones. 

5.  Return  all  equipment  to  CSR  or  Oxygen  Therapy 
Department • 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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OXYGEN  BY  NASAL  INHALER 


PURPOSE 


To  administer  a  higher  concentration  of  oxygen  to  the 
patient  than  is  available  in  the  atmosphere. 


EQUIPMENT 


Oxygen  by  cylinder  or  wall  outlet 

Gauge  and  humidifier 

Nonmagnetic  wrench 

Four  teet  of  rubber  tubing 

Plastic  nasal  cannula 

"NO  SMOKING"  signs 


PROCEDURE 


1.  "Crack"  oxygen  cylinder  outside  of  room. 

2.  Wash  handq.  Tell  the  patient  what  you  are  going  to 
do. 

3.  Fill  humidifier  to  fluid  level  with  distilled  water. 

4.  Connect  the  gauge,  humidifier  and  tubing  to  cylinder. 

5.  Open  valve  and  check  for  leaks  in  equipment. 

6.  Take  equipment  to  bedside,  secure  cylii.Jer  to  carrier 
or  bed  with  straps. 

7.  Post  "NO  SMOKING"  signs  at  entrance  to  unit  and  at 
bedside. 

8.  Attach  cannula  to  oxygen  supply. 

9«  Adjust  flow  of  oxygen  as  ordered.     Nine  liters  per 
minute  is  average. 

10.  Insert  nasal  tips  into  patient's  nostrils.  Secure 
in  place. 

11.  Adjust  headband  above  patient's  ears  to  prevent  slip- 
ping. 

12.  Record  time,  rate  of  oxygen  flow,  how  administered,  and 
effect  of  treatment  on  Nursing  Notes   (SF  510) . 


POINTS  TO  EMPHASIZE 


1.  Distilled  water  MUST  be  used  in  the  humidifier. 

2.  Check  position  of  nasal  tips  when  patient  moves 
about  in  bed. 


CARE  OF  EQUIPMENT 


1.  Close  valves  on  gauge  and  cylinder.     Remove  the 
cannula. 

2.  Remove  gauge.     Empty  humidifier. 

3.  Cap  the  cylinder.  Attach  label  indicating  amount 
of  oxygen  remaining. 

4.  Return  all  equipment  to  CSR  or  Oxygen  Therapy 
Department. 
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OXYGEN  BY  IxASAL  INHALER   (Continued ) 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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OXYGEN  PIPING  EQUIPMENT 


PURPOSE 

To  supply  a  readily  available  source  of  oxygen  at  all  times. 

EQUIPMENT 

Wall  oxygen  outlet. 
Di'ispensing  unit 

Oxygen  adapter 

Flowmeter 
Alarm  bell  unit  (over  nurse's  station) 

PROCEDURE 

1.  Connect  adapter  to  flowmeter. 

2.  Engage  dispensing  unit  into  wall  outlet  with  one  hand. 

a.  Place  heel  of  your  hand  in  a  direct  line  with  the 

adapter. 

b.  Align  projection  of  adapter  properly  with  holes 

in  the  outlet. 

c.  Press  firmly  inward. 

d.  GENTLY  pull  on  flowmeter  to  make  certain  it  is 

locked. 

3.  Control  oxygen  by  round  knob  on  flowmeter. 

4.  Read  oxygen  liters  at  TOP  of  flow  indicator. 

5.  Disengage  from  wall  outlet  to  unlock  adapter. 

a.  Push  toward  wall  outlet  to  unlock  adapter. 

b.  Pull  straight  back  and  flowmeter  will  release 

from  wall  outlet. 

POINTS  TO  EMPHASIZE 

1.  Coupling  action  of  dispensiiig  ;.nit  and  waU  outlet 

permits  oxygen  to  flow  immediately. 

2.  Double  plug  on  adapter  keeps  flowmeter  rigidly 

upright  to  insure  correct  reading. 

3.  Adapter  locks  in  place  and  cannot  be  released 

accidentally. 

4.  Outlet  "Keys'*  are  such  to  prevent  interchange  between 

oxygen  and  vacuum  wall  outlets. 
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OXYGEN  PIPING  EQUIPMENT  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

5.  Use  same  Precautions  as  required  with  any  type  of 
oxygen  administration. 

a.  No  Smoking  when  oxygen  is  in  use. 

b.  No  Oil  or  Grease  used  on  Any  of  the  Equipment 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


OXYGEN  PIPING  EQUIPMENT 
{National  Cylinder  Company) 


FLOWMETER 


/FLOW 
INDICATOR 

READ  FROW  IfiP. 
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OXYGEN  BY  FACE  TENT 


(Puritan  Face  Mask) 

PURPOSE 

To  provide  a  higher  concentraticn  of  oxygen  to  the 
patient  than  is  available  in  the  atmosphere. 

EQUIPMENT 

Cylinder  of  oxygen^  or  wall  oxygen  outlet 

Gauge  and  hxamidifier 

Nonmagnetic  wrench 

Disposable  tubing 

Face  Tent  mask 

"No  Smoki'.ng"  signs 

PROCEDURE 

1.  Tell  patient  what  you  are  gc'ng  to  do. 

2.  Wash  hands.     Connect  oxygen  source  of  supply  as 
directed  on  page  237   (Oxygen  Mask) . 

3.  Post  "No  Smoking"  signs. 

4.  Turn  on  oxygen  supply.     Adjust  flow  as  ordered. 
6-8  liters  per  minute. 

5.  Place  mask  on  patiervt.     Adjust  straps  behind  head 
to  hold  securely  in  place. 

6*  Remove  mask  every  1-2  hours.     Sponge  and  dry  the 
patient's  face  and  the  interior  part  of  the  mask. 
Reapply  mask. 

7.  Record  time,  rate  of  oxygen  flow,  how  administered, 
and  effect  of  treatment  on  Nursing  Notes   (SF  510) . 

POINTS  TO  EMPHASIZE 

1.  Check  apparatus  frequently  for  leaks. 

2.  High  concentration  of  oxygen  can  be  administered 
quickly  and  efficiently  by  this  method. 

3.  Humidity  and  inhalation  medications  can  be  administered 
by  this  method. 

CARE  OF  EQUIPMENT 

1.  Return  equipment  to  CSR  or  Oxygen  Therapy  Unit. 

2.  Disc<?.rd  disposable  items. 
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OXYGEN  BY  FACE  TENT  (Continued) 
(Puritan  Face  Mask) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 


FACE  TENT  IN 
OXYGEN  ADMINISTRATION 


6-8  LITERS  OF  OXYGEN 
RECOMMENDED  TO  PREVENT  AN 
EXCESS  ACCUMULATION  OF 
CARBON  DIOXIDE. 
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AMBU  RESUSCITATOR 


PURPOSE 

To  re&tore  respiraUons  in  an  emergency  situation. 
EQUIPMENT 


Ambu  i\€BU8citator 

a.  mask 

b.  valve 

c.  bag 


PROCEDURE 


1.  Tilt  head  back  to  clear  the  airway.  ^ 

2.  Apply  mask  firmly  to  patient's  face  with  roxmded 

cushion  between  lower  lip  and  chin  and  the  narrow 
cushion  a&  high  on  the  bridge  of  the  nose  as  possible. 

3.  Squeeze  the  bag  firmly  and  watch  thf  chest  rise. 

4.  Release  and  let  the  patient  exhale. 

5.  Repeat  steps  #3  and  #4  (one  second  fo  •  inhalation  and 

two  seconds  for  exhalation). 


POINTS  TO  EMPHASIZE 


1.    If  the  chest  does  not  rise  and  fall: 

a.  Make  sure  the  mask  is  tightly  fitted. 

b.  Make  sure  the  head  is  tilted  back. 

c.  Make  sure  the  patient'^  throat  is  clear.    (If  not, 

turn  head  to  the  side  to  allow  any  fluids  to  drain* 
Z.    Continue  resuscitation  until  the  patient  breathes 

naturally  or  until  discontinued  by  the  medical  officer. 

CARE  OF  EQUIPMENT 

1.  Clean  face  mask  with  cloth  dampened  with  aicohol  - 

or  other  chemical  germicide  that  will  not  injure 
rubber. 

2.  After  cleaning,  dry  valve  by  installing  in  AMBU 

bag  and  operating  for  a  few  minutes* 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


FR?r  249 


I 


MOUTH  TO  MOUTH  AND  MOUTH  TO  NOSE  RESUSCITATION 
PURPOSE 

To  restore  breathing  in  an  emergency  situation, 

PROCEDURE 
Mouth  to  Mouth 

1.    Turn  patient  on  back, 
^2.    Turn  head  to  the  side.  Remove  any  foreign  bodies, 
mucus,  etc.  from  mouth  and  throat. 

3.  Straighten  patient's  head.    Tilt  head  back, 

4.  Pull  jaw  up   into  jutting  out  position. 

5.  Pull  tongue  forward. 

6.  Place  your  mouth  tightly  over  patient's  mouth.  Pinch 

patient's  nostrils. 

7.  Blow  expired  air  into  mouth  of  patient  and  observe  for 

rise  of  chest. 

8*    Remove  your  mouth.    Allow  patient's  lungs  to  empty 
while  you  are  filling  your  lungs  with  air. 

9.    Repeat  steps  &  through  8  at  about  12-20  cycles 
per  minute, 

10.    Continue  until  patient  breathes  for  himself. 
Mouth  to  Nose 

1.  Close  off  patient's  mouth. 

2,  Blow  your  air  through  patient's  nose  into  nasopharynx 

and  the  iungs. 

POINTS  TO  EMPHASIZE 


1.  11:  may  be  necessary  to  place  patient  on  abdomen  and 

pat  chest  gently  to  dislodge  foreign  materials. 

2.  Free  pharynx  of  foreign  bodies  or  mucus  before 

beginning  re'suscitation. 

3.  Jaw  must  be  rotated  forward  during  resuscitation 

to  open  airway  to  lungs. 

4.  Artificial  respiration  should  be  aciministered  in  a 

smooth  steady  cycle. 

5.  After  every  20  cycles  rest  long  enough  to  take  one 

dt;ep  breathr 
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MOUTH  TO  MOUTH  AND  MOUTH  TO  NOSE  RESUSCITATION(Continued) 
POINTS  TO  EMPHASIZE  (Continued) 

6.  On  inspiration  take  in  approximately  two  times  the 

normal  volume  of  air, 

7.  Breathing  through  handkerchief  or  cloth  placed  over 

patient's  mouth  or  nose  will  not  greatly  affect  the  ex- 
change of  air* 

8.  Air  may  be  blown  through  patient's  teeth,  even 

though  they  may  be  clenched. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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RESCUE  BREATHING 

Mouth  to  Mouth  (or  Mouth  to 
Nose)  Rescue  Breathing 

1 .  Place  casualty  on  back 
immediately.    Don't  waste 
time  moving  to  a  better  place, 
loosening  clothing*  or  drain- 
ing water  from  limgs. 

2.  Quickly  clear  mouth  and 
throat.    Remove  mucus »  food 
and  other  obstructions. 

3.  Tilt  head  back  as  fd.r  as 
possible.    The  head  should  be 
in  "chin-up"  or  "sniff"  posi- 
tion and  the  neck  is  stretched. 
Place  one  hand  beneath  neck 
and  tilt  head  with  other. 

4.  If  no  results  then  lift  lower 
jaw  forward  -  or  push  up  at 
angles  of  jaw. 

5.  Pinch  nose  shut  (or  seal 
mouth).  Prevent  air  leakage. 

6.  Open  your  mouth  wide  and 
blow.    Take  a  deep  breath  and 
blow  carefully  (except  for 
babies)  into  mouth  or  nose 
until  you  see  chest  rise. 

7.  Listen  for  exhalation. 
Quickly  remove  your  mouth 
when  chest  rises.    Lift  jaw 
higher  if  casualty  makes 
snoring  or  gurgling  soxinds. 

8.  Repeat  (6  and  7)  12  to  20 
times  per  minute.  Continue 
until  casualty  begins  to 
breathe  normally, 

9.  For  infants  seal  both  mouth 
and  nose  with  your  mouth. 
Blow  with  puffs  of  air  from 
your  cheeks. 


CI.OSED  CARDIAC  MASSAGE 


PURPOSE 

To  restore  circulation  of  oxygenated  blood  to  brain 
*  within  3  to  5  minutes  and  to  restore  the  normal  heart 
beat. 

EQUIPMENT 

Wooden  board  or  any  flat  hard  surface 

Defibrillating  machine 

Cardiac  Monitor 

Cardiac  Arrest  Sterile  Tray 

PROCEDURE 

1.  Diagnose  cardiac  arre^^t:   absence  of  pulse,  sudden 

pallor  or  cyanosis^  sudden  pupillary  dilation^ 
respiration  standstill  or  apneac  gasps,  absence  of 
blood  pressure,  EKG  evidence  of  asystole  (if  EKG 
machine  is  immediately  available), 

2.  Place  wooden  board  imder  patient's  upper  trunk  or 

place  patient  on  floor  or  any  hard  flat  surface. 

3.  Tilt  patient's  head  back  and  pull  tongue  forward  to 
maintain  open,  airway. 

4.  Kneel  over  patient's  chest  and  place  heel  of  one  hand 

directly  over  lower  mid  sternnmi 

5.  Place  heeH  of  other  hand  over  first  hand  and  press 

down  depressing  sternum  about  1  inch.  (If  patient 
is  a  child,  less  pressure  is  needed  for  depressing 
the  sternum. ) 

6.  Relax  pressirre  immediately  then  repeat  pressure 

at  a  rate  of  approximately  40  per  minute. 

7.  Seek  assistance  in  order  to  employ  mouth  to  mouth 

resuscitation  which  must  be  carried  out  at  the  same 
time.    When  doing  mouth  to  mouth  resuscitation^ 
breathe  into  patient  when  pressure  is  released  on 
patient's  chest. 

8.  Note  exact  time  cardiac  arrest  began  and  exact 

time  resuscitation  began. 
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CLOSED  CARDIAC  MASSAGE  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Note  exact  time  of  cardiac  arrest. 

2.  Place  patient  on  firm  surface. 

3.  Secure  assistance  for  mouth  to  mouth 
resuscitation . 

4.  Use  rate  of  approximatej'.y  40  per  minute. 

5.  Send  for  a  doctor. 

6.  Send  for  def ibrillating  machine,  cardiac  mor i tor 
and  cardiac  arrest  tray. 

7.  Once  started,  cardiac  massage  must  be  continued  until 
regular  heart  beat  resumes  or  until  ordered  discon- 
tinued by  a  medical  officer. 

Note;  The  term  cardiac  arrest  is  used  to  mean  either  complete 
heart  stoppage  or  heart  fibrillation.     Either  one  or  both  of 
these  conditions  may  occur.     Fibrillation  means  the  heart 
muscle  is  no  longer  beating  in  rhythm,  or  there  is  a  completely 
irregular  twitching  and  blood  is  not  circulating.  Irreversible 
damage  to  the  brain  may  occur  after  3  to  5  minutes  due  to  lack 
of  oxygenated  Llood. 

The  def ibrillating  machine  is  used  to  electically  shock  a 
f ibrillating  heart  to  a  complete  standtJtill.     After  the  heart 
is  def ibrillated  then  massage  is  instituted  to  restore  the 
normal  beat. 

CARE  OF  EQUIPMENT 

Clean  and  replace  all  equipment  used. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HEART  A  THORACIC  CAGE 


Sternum 
Middle  of 
Breastbone 


Vertebral 
Column, 


Heart 


Stern  t 


Pressure 


, Heart 
.  —"Vertebral  Column 
PRESSURE  FORCES  BLOOD  OUT  OF  HEART 


Sternum 


Venous 

Return      -  ,        ^       *  '  ._.  ^ 

'  I        ^  Heart 

—•Vertebral  Column. 
RELEASE  PRESSURE  -  HEART  REFILLS 


"O  aar" 

HEART-  LUNG  RESUSCITATION  - 
WHEN  TWO  PEOPLE  ARE  AVAILABLE 


CLOSED  CHEST  MASSAGE 
OF  THE  HEART 

1.  Keep  or  place  victim  on  his 
back  on  a  firm  surface. 

2.  a.  Open  patient's  eyes-- 
are  pupils  large? 

b.  Check  neck  and  wrist  for 
pulse--if  absent. 

c.  place  ear  on  left  side  of 
victim's  chest.    Listen  for 
heart  so\md--if  absent. 

START  TREATMENT 
3-  Put  heel  of  one  hand  on  top 
of  heel  of  other  hand- -and 
press  on  middle  of  victim's 
lower  breast  bone --NOT  ON 
RIBS. 

4.  Press  down  firmly  but 
gently  40-60  times  per  minute- 
with  heel  of  hand  ONLY, 

CONTINUE 


5.  Check  condition  of  victim 
by: 

a.  Observe  color  of  face 
and  lips. 

b.  Listen  for  heart  beat  on 
chesty  check  for  pixlse  in 
neck. 

c.  See  if  pupils  are  smaller. 

6.  CAUTION!  !  ! 

a.  Apply  enough  pressure  to 
depress  breast  bone  1  1/2- 
2*'  except: 

(1)  Children- -use  one 
hand  and  lighter  pressure. 

(2)  Newborn  infants --only 
fingers  and  light  pressure. 

b.  Never  breathe  into 
victim  while  chest  is  being 
compressed. 
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HEART   -    LUNG  RESUSCITATION 
REMEMBER --SECONDS  COUNT- -DON'T  WASTE  TIME 

2   AID  MEN 

COUNT  ALOUD   1,  2,  3,4,  BLOW      TO  SYNCHRONIZE  ACTION 

WHEN  STARTING. 

#1  MAN  (BLOW  AFTER  EACH         #2  MAN  COUNTS  ALOUD 
4th  COMPRESSION  BY  #2)  

BLOW 

NOTE  COLOR  1-2-3-4-  COMPRESSIONS 

BLOW 

CHECK  NECK  PULSE         1-2-3-4-  COMPRESSIONS 
BLOW 

CHECK  EYES  1-2-3-4-  COMI  RESSIONS 

BLOW 

CONTINUE 

RATIO  --  ONE  BREATH  PER  FOUR  COMPRESSIONS 

1  AIDMAN 

SCREAM  FOR  HELP  OR  CALL  FOR  HELP  BY  ANY  AVAILABLE 
MEANS  BUT  DON'T  WASTE  TIME. 


1.  BLOW  INTO  VICTIM  5  TIMES. 

2.  COMPRESS  CHEST  APPROXIMATELY  30  TIMES. 

3.  CONTINUE  REPEATING  I  AND  2  ALTERNATELY. 

4.  CHECK  COLOR,  NECK  PULSE  AND  EYES  WHEN  POSSIBLE. 
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SUCTION  UNITS  AND  VACUUM  PRESSURE 


{National  Cylinder  Company) 

PURPOSE 

To  provide  a  convenient  and  efficient  means  of  suction. 

EQUIPMENT 

Wa]\  bracket  unit; 

Wall  vacuum  outlet 
Vacuvim  adapter 
One-half  gallon  bottle 
Bottle  cap  assembly 
Holder 
Hose 

Safety  keyed  adapter 

Low  Vacuum  Regulator  and  Gauge  assenaLbiy 
(0-200  mm.    Mercury  and  0-8  inches  Mercury) 

PROCEDURE 

1.  Engage  adapter  into  Vacuum  vt^all  outlet. 

2.  Screw  bottle  securely  against  gasket  in  suction 

bottle  cover. 

3.  Open  Regulator  to  left  and  place  finger  over  tubing  outlet 

to  check  for  the  pressure  of  vacuum. 

4.  Attach  catheter  to  tubing. 

5.  To  discontinue; 

Turn  regulator  control  to  right.    Unit  may  remain  on 
wall  outlet  or  be  disengaged. 

POINTS  TO  EMPHASIZE 

1.  Regulator  Dial  reads  in  millimeters  and  in  inches 

of  Mercury. 

2.  Adapter  may  be  removed  from  outlet. 

3.  The  float  will  rise  and  shut  off  vacuum,  when  the  fluid 

reaches  a  sufficient  level.    Make  certain  the  float 
and  stem  are  clean  and  move  freely  up  and  downr 
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SUCTION  UNITS  AND  VACUITM  PRESSURE  (Continued) 
(National  Cylinder  Company) 

POINTS  TO  EMPHASIZE  (ContLaued) 

4.    Do  Not  pull  on  stem  as  it  will  come  out  of  the  float 
guide  compltjtely.    If  this  happens: 

a.  Replace  by  removing  float  stem  guide  from 

bottle  top. 

b.  Replace  stem  in  guide. 

c.  Replace  rubber  seats  on  stem. 

d.  Screw  complete  assembly  to  the  jar  top. 

CARE  OF  EQUIPMENT 

Empty  bottle.    Wash,  dry.    Replace  on  wall  bracket. 
ADDITIONAL  INFOR^^ATION  FOR  THIS  ACTIVITY 
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ERIC 


INTERMITTENT  POSITIVE  PRESSURE  BREATHING  UNIT 

jBennett) 

PURPOSE 

To  restore  and  maintain  patency  of  the  peripheral 
bronchial  tree. 

EQUIPMENT 


Bennett  Pressure  Breathing  Therapy  Unit 
Oxygen  or  Oxygen-Helium  or  Compressed  Air 
Prescribed  medication  or  distilled  water 
Medicine  dropper  or  2  cc  syringe 
^'No  Smoking"  signs 


PROCEDURE 


!•    Attach  Bennet  Unit  to  oxygen. 

2.  Place  prescribed  medication  or  distilled  water  in 

Nebulizer  with  medicine  dropper  or  syringe, 

3.  Put  "No  Smoking"  signs  at  entrance  to  unit  and/or 

at  bedside. 

4.  Explain  to  patient  what  he  is  eatpected  to  do: 

a.  Sit  upright.  * 

b.  Breathe  in  and  out  at  rate  and  rhythm  which 

is  best  for  him. 

c.  Inhale  deeply  through  mouth,  then  relax  and 

exhale  completely. 

d.  Watch  Mask  Pressure  Gauge. 

5.  Turn  on  oxygen. 

6.  Make  certain  Nebulizer  Needle  Valve  is  closed. 

7.  Move  the  Shut- Off  Lever  down  to  "ON"  pofci-don. 

8.  Turn  the  Presgvre  Control  Knob  until  the  gauge  is 

set  at  the  pressure  prescribed  (usually  12-20  cm.) 

9.  Adjust  the  Nebulizer  Needle  Valve  until  a  fine  mist 

is  seen. 

10.    Apply  mask  or  mouthpiece. 
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INTERMITTENT  POSITIVE  PRESSURE  BREATHING  UNIT  (Continued) 

(Bennett) 

PROCEDURE  (Cortimied) 

II,    Ccmtinue  treatment  for  prs^Bcribed  length  of  time. 
At  completion: 

a.  Remove  mask  ox*  mouthpiece  during  exhalation*. 

b.  Have  patient  take  two  or  three  deep  breaths  of 

room  air  immediately. 

c.  Move  Shut-off  lever  up  to  "OFF"  position. 

POINTS  TO  EMPHASIZE 

1.  Observe  same  precautions  as  used  with  any  other 

oxygen  administration. 

2.  Stay  with  patient  during  initial  treatments.  Instruct 

and  encourage  him  to  perform  this  procedure. 
3*    If  ma^ak  cushion  seems  deflated,  open  valve  at 

bottom  of  mask  for  a  few  seconds  -  it  is  self  filling. 

4.  Any  mark  leakage  will  make  exhalation  difficult. 

Fit  mask  with  care. 

5.  Facial  oils  must  be  removed  before  applying  mask 
to  prolong  life  of  cushion. 

.  6.    Use  noseclip  v/ich  nriouthpiece  until  patient  learns 
to  breathe  entirely  ^Jirough  his  mouth. 
7.    Manifold  aseembly  must  be  kept  in  horizontal 
position  to  function  correctly. 

CAJRE  OF  EQUIPMENT 

1.  Remove  flex  tube  and  mask,  nebulizer  from 

manifold  assembly. 

2.  Disconnect  both  large  and  small  plastic  tubes  from 

manifold  assembly.    Allow  to  hang. 

3.  Remove  manifold  assembly  by  loosening  knurled 

nut  until  the  ball  joint  can  be  removed  from  socket. 
Not  necessary  to  remove  nut  completely. 
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INTERMITTENT  POSITIVE  PRESSURE  BJIEATHING  UNIT  (Continued) 

(Bennett) 

CARE  OF  EQUIPMENT  (Continued) 

.  4.    Wash  Manifold  Assembly: 

a.  Prevent  water  from  getting  inside  small  rubber- 

valve.  Held  index  finger  over  opening  of  small 
tube  extending  from  exhalation  valve, 

b.  Wash  all  parts  in  soap  and  water.    Rinse  in 

clear  warm  water.    Keep  finger  in  position 
during  rinsing. 

5.  Disinfect  in  solution  prescribed  locally. 

6.  Clean  immediately.    Moisture  and  chemicals  cause 

slow  erosion  and  destroy  exhalation  valve  seat, 

7.  Plastic  nebulizers  should  never  be  boiled. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INTERMITTENT  POSITIVE  PRESSURE  BREATHING  UNIT 

(Bennett) 


HI6H  PRESSURE  RECULATOR  m 


mUUl  AIKNMEKT 
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RESPIRATOR 
{Bird  Residual  Breather) 


PURPOSE 

To  provide  nebulized  medications  to  the  reapiratory 
tract. 

EQUIPMENT 

Bird  Breather  and  attachments 
Oxygen/compressed  air 
Prescribed  medication 

»«NO  SMOKING''  sign  ; 
Nonmagnetic  wrench 

Mediciue  dropper /2  cc  syringe  and  needle 
PROCEDURE 

1.  Connect  pressure  reducing  regulator  to  oxygen.  Have 

regulator  gauge  pointing  up. 

2.  Join  Bird  Breather  to  regulator  by  turning  wing  nut 

clockwise. 

3.  Prepare  prescribed  solution.    Place  in  nebulizer. 

4.  Inniert  metal  tip  of  green  tubing  into  nebulizer. 

Do  not  force  tubing  on  tip. 

5.  Check  proper  nelbulizer  functio:ci5jig: 

a.  Hold  horizontal,  inlet  pointing  to  floor. 

b.  Switch  breather  on  with  hand  timer.    Vapor  should 

appear. 

6.  Connect  nebulizer  to  one  end  of  cross  bar  of  plastic  "T*'. 

7.  Place  mouthpiece  or  mask  in  other  end  of  ^'T*'. 

8.  Connect  "T"  to  exhalation  valve  assembly.  Hang 

assembled  \mit  on  hook. 

9.  Turn  pressure  knob  initially  to  prescribed  pressure. 

a.  Push  "Air-Mix"  knob  jji  for  oxygen. 

b.  Pull  out  for  40%  oxygen- air  mixture. 
10.    Turn  automatic  timer' off  cV.>cIlcwise. 
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RESPIRATOR  (Continued) 
PROCEDURE  (Continued) 

11.  Test  flow.    Turn  control  flow  rate  knob  one  turn 
counterclockwise. 

a.  Turn  sensitivity  control  knob  counterclockwise 

(screws  kriob  out)  until  Bird  Breather  switches 
on  and  off  by  itself. 

b.  Follow  b)i  turning  knob  clockwise  (inward) 

until  cycling  stops  and  Bird  Breather  remains  off^ 

12.  Ebcplain  procedure  and  its  purpose  to  patient. 

13.  Select  mask  or  mouthpiece. 

14.  Open  valve  on  oxygen. 

15.  Set  flow  rate  wheel  for  best  patient  comfort  and 
needs.    Have  patient  take  few  breaths.    Keep  gau^e 
needle  in  green  part  of  the  two  colored  dials. 

.  16.    Recheck  flow  rate: 

a.  Reduce  rate  enough  to  swing  gauge  needle  into 

red  half  of  dial  or  until  flow  will  not  stop. 

b.  Increase  flow  rate  to  level  tha.  keeps  gauge 

needle  in  green  half  while  breathing  in. 

c.  Use  hand  timer  to  start  flow. 
17.    Proceed  with  treatment. 

POINTS  TO  EMPHASIZE 

1.  Observe  same  precautions  as  required  with  any 

oxygen  administration. 

2.  Pressure  and  flow  rate  should  be  low  and  gradually 

increased  during  treatment  just  enough  to  fill  total 
lung  volume  without  extending  the  fillr'ng  time. 

3.  If  patient  is  lying  down,  "T'*  must  be  rotated  90° 

and  nebulizer  moved  to  horizontal  position. 

4.  Pressure  is  registered  in  the  two  color  gauge  dial  - 

positive  within  the  green  half;  negative  within  the  red. 

5.  Do  not  force  hand  timer.    It  is  a  sensitive  instrument. 
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RESPmATQR  (Continued) 


POINTS  TO  EMPHASIZE 

6.    Bird  Breather  may  be  applied  to  unconscious  patient 
or  patient  in  Cheyne-Stokes  respirator.    Use  the 
Auto -Timer.    Make  certain  airway  is  clear. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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RESPIRATOR 
(Bird  Residual  Breather) 
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CHEST  PHYSICAL  THERAPY 


PURPOSE 

To  assist  the  normal  clearing  mechanism  of  the  tracheo- 
bronchial tree. 

COMPONENTS 

1.  Bed  positioning 

2.  Breathing  exercises 

3.  Postural  drainage 

4 .  Manual  techniques 

BED  POSITIONING;       Should  be  part  of  preoperative  teaching 

plan . 

When  sitting  or  propped  up  in  bed^  with  ba*:k  supported, 
the  patient  should  keep  the  pelvis  level  and  take  the 
body  weight  equally  on  each  buttock.     The  shoulders 
should  be  level  and  evenly  placed  over  the  hips.  This 
position  is  important  for  free  excursion  of  both  sides 
of  the  chest  as  well  as  fer  promotion  of  good  posture. 

BREATHING  EXERCISES;       Should  be  taught  preoperative.^     if  ap- 
plicable . 

A.  Types 

1.  Diaphragmatic  -  The  patient  is  taught  to  expand 
his  abdomen  on  inspiration,  allowing  greater  dia- 
phragmatic excursion  by  releasing  visceral  pres- 
sure on  the  diaphragm.  This  process  is  reversed 
during  expiration.     The  abdominal  muscles  are  con- 
tracted increasing  visceral  pressure  against  the 
diaphragm,  and  decreasing  lung  capacity. 

2.  Unilateral  basilar  restrictive  exercise  -  If  one 
side  of  the  patient's  chest  is  moving  less  well, 
light  pressure  is  applied  by  the  nurse/corpsman ' s 
hands  over  the  lower  lateral  aspect  of  the  pa^ 
tient's  rib  cage  on  the  affected  side.  This  pres- 
sure is  applied  at  the  end  of  expiration,  calling 
the  patient's  attention  to  the  area  to  be  expand- 
ed.    The  pat.ient  continues  to  expand  against  light, 
but  steady  pressure  during  inspiration.  Working 
against  pressure  helps  strengthen  the  weakened 
inspiratory  muscles,  as  it  is  a  form  of  resistive 
active  movement,  and  will  thus  increase  mobili- 
zation of  the  rib  cage.  The  amount  of  pressure 

to  be  applied  will  vary  from  patient  to  patient. 

3.  Bilateral  basilar  chest  expansion  -  Light  pres- 
sure is  applied  by  the  nurse/corpsman ' s  hands 
over  the  lower  lateral  aspect  of  the  patient's 
rib  cage.  This  pressure  is  applied  at  the  end 
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CHEST  PHYSICAL  THERAPY  (Continued) 


ERIC 


BREATHING  EXERCISES  (Continued) 

A.  Types 
3. 

of  expiration  and  the  patient  continues  to  expand 
against  light,  but  steady  pressure  during  inspira- 
tion. Patients  should  not  do  bilateral  basal  ex- 
pansion until  both  sides  of  the  chest  are  moving 
equally. 

B.  Uses 

1 .  Prv*ventive 

a.  Preoperative  teaching 

1.  Bed  positioning. 

2.  Breathing  exercises. 

3.  Postural  drainage. 

b.  Postoperativfc  utilization  in  surgical 
patients 

c.  The  immobilized  patient 

2.  Therapeutic 

a.  Acute 

1 .  Postoperative  complications . 

2.  Chest  trauma. 

3.  Pulmonary  complications  associated  with 
immobilization. 

b.  Chronic 

1.  Chronic  obstructive  lung  disease. 

2.  Neurological  diseases  affecting  the 
muscles  of  respiration. 

3.  Prolonged  treatment  in  remobilizing 
some  area  of  the  thoracic  cage. 

POSTURAL  DRAINAGE;       Based  on  knowledge  of  bronchopulmonary 

segmental  anatomy.     Positions  should  be 
taught  to  the  patient  preoperatively 
when  possible. 

A.  Purpose  and  General  Principles: 

1.  Postural  drainage  assists  the  normal  clearing 
mechanism  of  the  lungs  in  moving  secretions  from 
the  small  bronchi  into  the  main  bronchi  so  that 
they  may  then  be  removed  by  coughing  or  tracheal 
r^uctioning.  One  of  the  forces  which  mobilizes 
these  secretions  is  gravity,  so  the  segment  in- 
volved must  be  higher  than  the  bronchi  through 
which  the  secretions  pass  to  reach  the  trachea. 

2.  There  are  positions  that  may  be  instituted  for 
each  individual  segment  of  the  lung.  In  the  clas- 
sical drainage  position,  the  bronchus  serving  the 
affected  segment  is  perpendicular  to  the  floor, 
allowing  for  straight  drainage,  and  unplugging  of 
the  airway. 
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CHEST  PHYSICAL  THERAPY  (Continued) 


POSTURAL  DRAINAGE  (Continued) 

A.  Purpose  and  General  Principles : 

3.  Position  which  the  patient  will  assume  is  de- 
termined by  the  segments  involved.  Segments 
involved  are  determined  by  auscultation  and 
X-ray.  Only  the  positions  specifically  needed 
are  used. 

B.  Contraindications: 

The  classical  drainage  position  for  each  segment  is 
diagrammed  on  the  following  pages,  but  these  may  need 
modification  as  directed  by  the  patient's  tolerance 
and  additional  medical  problems.  If  a  patient  cannot 
tolerate  the  desired  position,  it  is  better  to  com- 
promise and  turn  him  from  side  to  side,  with  the  bed 
flat. 

C.  Points  to  Emphasize: 

1.  Lobes  most  often  affected  are  left  lingular  lobe, 
right  middle  lobe,  and  left  and  right  lower  lobes. 
The  left  and  right  upper  lobes  are  rarely  affected. 

2.  Provide  d? spossdDle  tissues  and  an  emesis  basin  with- 
in easy  reach. 

3 .  Check  patient ' s  color ,  respirations ,  pulse ,  and 
blood  pressure  before  having  him  assume  a  drain- 
age position.  Frequent  monitoring  of  the  patient's 
vital  signs  may  be  necessary  iuring  the  triBatment, 

4.  TJie  length  of  time  in  each  position  is  determined 
by  the  patient's  need  and  tolerance. 

5.  'iNY  PATIENT  RECEIVING  CONTINUOUS  OXYGEN  THERAPY 
MUST  CONTINUE  TO  RECEIVE  OXYGEN  DURING  ENTIRE 
TREATMENT. 

6.  Patient  with  endotrr.cheal  tubes  in  place  receiv- 
ing postural  drainp.ge  in  a  Trendelenburg  position 
must  have  breath  sounds  checked  bilaterally  after 
being  placed  in  this  position. 

7.  Sputum  samples,  when  ordered,  should  be  taken  fol- 
lowing vibration. 

MAI^UAL  TECHNIQUES:      May  be  employee!  to  ass:Lst  in  the  removal 

of  secretions  while  th€t  patient  is  in  the 
appropriate  drainage  position. 

A.  Percussion:  The  nurse/corps'itian' s  hands  are  cupped  when 
applying  percussion,  so  that  thene  is  a  cushion  of  air 
between  the  nurse's  hands  and  the  patient's  chest.  The 
clapping  or  percussion  of  the  patient's  chest  wall, 
over  the  segment  involved,  is  carried  out  in  a  relaxed 
and  rhythmical  motion  throughout  the  entire  respiratory 
cycle  -  inspiration  and  expiration. 
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CHEST  PHYSICAL  THERAPY  (Continued) 


MANUAL  TECHNIQUES  (Continued) 

1.  Use: 

Po  remove  tenacious  secret i  ons 

2 .  Contraindications : 

a.  Pulmonary  heiranorrage 

b.  Increase  in  pain 

€•  Increase  in  bronchospasm 

B.  Vibrations:  The  nurse/corpsman ' s  hands  are  placed 
firmly  on  the  patient's  chest  wall,  over  the  seg- 
ment involved.  The  nurse's  arm  and  shoulder  muscles 
are  then  tensed  until  vibration  of  her  hands  occurs • 
These  vibrations  are  applied  to  the  patient's  chest 
wall  DURING  EXPIRATION  while  lightly  pressing  inward 
on  the  patient's  chest. 

1.  Use: 

To  loosen  inspissated  secretions,  helping  to  move 
them  into  larger  airways  where  they  can  be  more 
effectively  removed, 

2,  Points  to  Emphasize: 

a.  Vibrations  are  applied  ONLY  during  expiration 
and  over  the  segment  involved. 

b.  When  only  vibrations  are  employed,  not  percus- 
sion, have  the  patient  inspire  deeply,  and 
vibrate  during  expiration.  Repeat  vibrations 
for  4-5  additional  consecutive  expirations, 
then  instruct  the  patient  to  cough  productive- 
ly for  approximately  one  minute  before  repeat- 
ing vibrations, 

c.  Sputum  samples  should  be  taken  during  productive 
coughing  following  vibration. 

ORDERING  CHEST  PHYSICAL  THERAPY: 

Chest  Physical  Therapy  is  ordered  with  a  thorough  know- 
ledge of  the  patient's  needs,  and  is  tempered  by  the 
other  aspects  of  his  illness  that  might  contraindicate 
various  positions  and  techniques, 

1'.  Chest  Physical  Therapy  is  to  be  ordered  specifically 
by  a  physician  for  a  specific  patient.  A  sample  Chest 
Physical  Therapy  Instruction  Sheet  that  can  be  used 
is  found  on  page  269. 

2.  As  with  other  Doctor's  Orders,  this  treatment  is  to 
be  reevaluated  periodically  and  should  be  discontinued 
when  no  longer  indicated. 

CHEST  PHYSICAL  THERAPY  FOR  PATIENTS  ON  VENTILATORS: 


Patients  on  mechanical  ventilators  need  some  form  of 
postural  drainage  with  or  without  vibration.  Postural 
drainage  may  simply  be  done  by  changing  the  patient's 
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CHEST  PHYSICAL  THERAPY  jContinued) 

CHEST  PHYSIC/^  THERAPY  FOR  PATIENTS  ON  VENTILATORS  (Continued) 

position  frequently  but  purposefully,  or  it  may  be 
having  the  patient  assume  a  classical  drainage  posi-- 
tion  for  the  segment  involved - 

Vibration,  when  synchronized  with  a  mechanical  venti- 
lator, is  perfoirmed  for  5  minutes  in  rhyrhm  with  the 
ventilator  during  the  expiratory  phase.     If  a  self- 
triggering  ventilator  is  used,  breathing  exercises 
can  also  be  'ertormed. 
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PATIENT: 


CHEST  PHYSICAL  THERAPY  INSTRUCTION  SHEET 


DATE 


DIAGNOSIS :  

SEGMENTS  INVOLVED:  

FREQUENCY  OF  TREATMENT:  

DOCTOR'S  SIGNATURE:  

SPECIFIC  INSTRUCTIONS: 

I.  INHAI.ATION  THERAPY 

A.  IPPB  with  

for  minutes,,  followed  by. 

B.  Aersol  therapy  for  minutes. 

II.  CHEST  PHYSICAL  THERAPY:     (To  follow  the  above) 

A.  Postural  drainage:    on  the  following  two  pages,  the 
appropriate  drainage  positions  for  this  patient  will 
be  indicated. 

B.  Techniques  to  be  administered  while  patient  is  in 
EACH  drainage  position  are: 

1.  Percussion/Clapping,  at  6  beats  per  second  for 
one  minute,  followed  by. 

2.  Vibrations  for  4-6  expirations  during  deep  breath- 
ing. 

3.  Coughing  fcr  production  of  mucous  for  approximatel^< 
one  minute.     (Have  tissues  and  emesis  basin  at  hauid.) 

4.  Repeat  the  procedure  (steps  1-3)  5-6  times  or  as 
tolerated. 

5.  Remain  in  drainage  position  for  approximately  15 
minutes.. 

III.  MODIFICATIONS: 


ERIC 
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POSTURAL  DRAINAGE 
UPPER  LOBES;  Apical  Segments 


Anterior  Branches 


Position:  leaning  slightly  back- 
ward. 

Cup /Vibrate:  over  collar  bone 
on  both  sides. 

Posterior  Segments 
Left  Upper  Lobe 


Position:  leaning  forward  over 
folded  pillow. 

Cup/Vibrate;  over  shoulder  on 
both  sides. 


Right  Opper  Lobe 


Position:  turn  halfway  between  side  Position:  turn  halfway  between  8id<; 

and  stomach.  On  right  side,  support  and  stomach  on  left  side,  support  by 

by  pillow.  Right  arm  down,  left  arm  pillow.  Left  arm  down,  right  arm  up. 

up.  Cup /vibrate;  over  right  shoulder  blade. 
Cup /Vibrate:  over  left  shoulder 
blade. 


^^^.terior  Segments 
Both  U.yper  Lobes 


Position:  lying  flat  on  back. 

Cup/Vibrate:  between  collar  bone  and  nipple,  both  sides. 
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POSTURAL  DRAINAGE  (Cont?lnued) 


Left  Side,  Lingular  Lobe 


Right  Side,  Middle  Lobe 


Position:  lie  on  right  side,  halfway  betweien  Position:  lie  on  left  side,  halfway 
side  and  back.  Support  with  pillow.  Both  between  side  and  back.  Support  with 


arms  up. 

Cup/Vibrate:  just  below  left  nipple  line 

LOWER  LOBES  line* 


pillow.  Both  arms  up^ 
Cup /Vibrate:  just  below  right  nipple 


Anterior  Basal  Segment 


Posterior  Basal  Segments 


Positions    lie  on  back,  both  arms  up. 
Cup/Vibrate:  over  lower  ribs  on  front  of 
chest. 


Left  Side 


Lateral  Segments 


Position:  lie  on  stomach,  both  arms 
up. 

Cup/Vibratfe  :  over  lower  ribs  on  both 
sides  of  back. 

Right  Side 


Position:  lie  on  right  side. 

Cup/Vibrate:  over  lower  ribs  on  left  side. 


Position:  lie  on  left  side. 

Cup /Vibrate:  over  lower  ribs  on  right 

side. 


Superior  Segments 


Position:  lying  on  stomach,  pillow 
under  abdomen. 

Cup/Vibrate:  over  lower  ribs  on 
both  sides  of  back. 


269 


PLACING  PATIENT  IN  RESPIRATOR 


(Emerson) 

PURPOSE 

To  produce  an  adequate  respirator]/-  exchange  when 
patient  has  difficulty  breathing. 

EQUIPMENT 

Respirator  complete  with  attachments  and  patient  care 
pack. 

Suction  machine  with  attachments 
PROCEDURE 

1.  Test  run  respirator*    Adjust  negative  pressure  and 

rate  as  ordered.    Turn  off  motor.    Test  manual 
operation, 

2.  Pull  out  respirator  cot.* 

a.  Cover  mattress  with  sheet. 

b.  Place  one  pillow  case  across  upper  end  of  cot= 
'  One  across  lower  end.    One  across  center  of 

cot  to  be  used  as  drawsheet* 

c.  Place  small  pillow  on  headrest. 

3.  Open  collar  by  turning  to  left.    Adjust  headrest  so 

that  pillow  and  cot  mattress  are  at  same  level* 

4.  Explain  respirator  operation  to  patient.  Cover 

patient  with  sheet.    Remove  pajamas. 

5.  Suction  patient  if  necessary. 

6.  Place  patient  in  respirator.    Four  men  working 

together  are  needed. 

First  man  at  head  of  Three  men: 

respirator: 

a.  Give  signal  for  lifting,    a.    Use  three  man  carry. 

At  signal,  lift  patient 
from  bed  to  respirato 

b.  Place  diaper  around        b.    Turn  on  motor. 

patient's  neck. 
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PLACING  PATIENT  IN  RESPIRATOR  (Continued) 


PROCEDURE  (Continued) 
6. 

c.  Give  signal*  Gxdde  c«  At  signal  lift  patient 
patient's  head  through  toward  head  of  res- 
collar,                                  pirator,  through 

opening. 

d.  Adjust  headrest  and        d.    Place  patient  in 

cot  so  that  patient  functional  position: 

id  centered.  (1)  Adjust 

e.  Adjust  coilar  snugly  footboard. 

by  turning  ring  to  (2)  Place  shoulder 

right.  padSf  hand, 

f.  Suction  pailent  if  needed.  knee,  ankle, 

g.  Instruct  patient  to  and  trocanter 

breathe  "IN'*  and  ''OUT^'  rcUs  as  needed, 

in  time  with  respirator, 
if  patient  is  able  to 
breathe. 

7.  Watch  pressure  gauge: 

a.  If  gauge  shows  drop  in  negative  pressure,  check 
collar,  ports,  gaskets  and  clamps  for  leaks. 

b*    If  gauge  registers  positive  pressure  though  not 
ordered,  check  to  ascertain  that  positive 
pres  \urf;  valve  is  not  covered  or  closed.  Turn 
knob  to  left  to  open. 

8.  Attach  mirror  to  respirator.    Adjust  to  desired  angle. 

9.  Stay  with  patients   Instruct  patient  to  swallow,  talk 

and  take  fluids  on  expiration  only. 
10.    Record  rate,  pressure,  and  time  patient  is  placed  in 
respirator.    Reaction  of  patient.    Note  change  of 
color  or  pulse  rate. 

DOME  ATTACHMENT 


ERIC 


1.  Attach  dome  to  head  plate  of  respirator. 

2.  Open  respirator,    k  ade  out  cot. 
3«    Clamp  dome  over  patient's  head. 

4.    Watch  dome  pressure  gauge.    Adjust  pressure  in 

dome  by  means  of  valve  on  inside  of  headplate.  The 
pressure  inside  dome  should  be  same  as  pressure 
was  in  respirator. 
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PLACING  PATIENT  IN  RESPIRATOR  (Continued) 

DOME  ATTACHMENT  (Continued) 

5*    To  discontinue:   Open  and  unclamp  dome.  Close 
respirator. 

POINTS  TO  EMPHASIZE 

1.  Patient  must  be  informed  before  any  treatment  is 

utarted. 

2.  Teamwork  is  essential.    Each  member  must  know 

hi3  fimctions  thoroughly, 

3.  Avoid  overloading  electrical  circuit.    No  more  than 

one  respirator  and  one  suction  machine  should  be 
connected  to  a  single  circuit. 

4.  Alv/ays  open  and  close  ports  when  pressure  gauge 

is  at  ZERO. 

5.  Change  patient's  position  every  two  hours.  Maintain 

alignment. 

Note:       Dginher* Collins  Respirator 

1.    Follow  same  directions  as  for  Emerson  except: 

a.  Diphragm  (bello^v)  is  located  beneath  respirator 

chamber.  Bellows  descend  (negative  pressure) 
and  ascend  (atmospheric  pressure). 

b.  Manual  operation. 

(1 )  Turn  off  motor. 

(2)  Loosen  large  screw  just  beneath  bellows. 
Slip  ring  off  so  that  bellows  fall. 

(3)  Insert  pump  handle.    Tighten  screw. 

(4)  Move  hand'.e  up  and  down  at  respiratory 
rate  normal  for  patient. 

(5)  To  discontinue:  loosen  screw.  Slip  ring 
back  over  bar.  Tighten  screw.  Turn  on 
motor. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COUGH  PROCEDURE  FOR  PATIENT  IN  RESPIRATOR 


PURPOSE 

To  facilitate  drainage  of  lungs. 

Note:  This  procedure  utilizes  the  negative  pressure  adjuster  on 
the  respirator^  The  pressure  and  number  of  coughs  are  ordered 
by  the  medical  officer. 

An  intermittent  positive  pressure  treatment  using  a  wetting 
agent  medication  is  usually  given  30  minutes  before  this  procedure. 
In  this  half  hour  waiting  period,  the  patient  is  tilted  with  the 
respirator.    Ten  minutes  to  the  left.    Ten  minutes  to  the  right. 
Ten  minutes  in  Trendelenberg. 

PRQCT^DURE 

1.  Explain  procedure  and  tell  patient  what  he  is  to  do. 

2.  Suction  patient*    Check  collar,  shoulder  pads  and 

patient^ s  position. 

3.  Turn  neg ^ti'^e  pressure  adjuster  to  right  until 
prescribed  pressure  is  rea  he"' 

4.  Open  bedpan  port  quickly.    Alh  ^/  port  to  remain  open 

for  one  complete  '4n"  and  "ou  '  cycle  of  respirator 
bellows.    Close  port. 

5.  Repeat  steps  3  and  4  for  6  coughs. 

6.  Return  negative  pressure  to  normal  for  patient.  Turn 

adjuster  to  left. 

7.  Allow  three  minutes  rest  period.    Suction  patient. 

Check  collar,  patient^s  position,  shoulder  pads. 

8.  Repeat  staps  3  through  8  as  prescribed  by  medical 

officer. 

POINTS  TO  EMPHASIZE 

1.  Lock  wheels  of  respirator. 

2.  Suction  patient  before  and  after  each  series  of  coughs. 

3.  Check  that  collar  is  still  secured  to  metal  rings. 
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COUGH  PROCEDURE  FOR  PATIENT  IN  RESPIRATOR  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 


4,  Open  bedpan  port  quickly*   It  is  the  sv     ^n,  abrupt 

change  of  pressure  which  causes  the  patient  to 
cough, 

5,  Check  patient  for  signs  of  exhaustion  or  complaints 

of  pain, 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PLACING  PATIENT  IN  RESPIRATOR 


(Spiratwist) 

PURPOSE 

To  maintain  an  airtight  seal  about  the  patient's  neck 
while  in  a  respirator. 

EQUIPMENT 

Plastic  collar 


PROCEDURE 

1.  Lock  collar  by  tightening  wing  nuts. 

2.  Stretch  small  end  of  plastic  tube  over  metal  inner 

ring,  seam  at  top.    Tuck  securely  behind  rubber 
stripping. 

3.  Start  opposite  end  of  same  seam  on  outer  ring* 

exactly  covering  small  end  seam.    Stretch  complet  ily 
around  outer  ring^  behind  rubber  stripping. 
4*    Loosen  wing  nuts.    Twist  collar  to  proper  size* 
Tighten  wing  nutB. 
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REPLACING  PLASTIC  COLLAR  ON  RESPIRATC  ^  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PORTABLE  RESPIRATOR 


(Monaghan) 

PURPOSE 

To  produce  and  maintain  adequate  respiration. 
EQUIPMENT 

Portable  Respirator  with  Hand  Bellows  Resuscitator 
Power  Unit 

Battery  Unit  and  Battery  Charger 
T-shirt 

Shells  with  straps 
PROCEDURE 

Single  Operation 

1.  Read  instructions  on  case. 

2.  Turn  switch  on. 

3.  Turn:   Rate  Control  Knob  to  "3'' 

"NEC'  Control  Knob  to  '»6" 
"POS"  Control  Knob  to  "1'^ 

4.  Connect  hose  to  respirator; 

a.    Insert  the  straight  metal  end  of  large  hose  into 
airport  located  in  center  back  of  case. 

b*    Insert  small  hose  attachment  into  airport  at 
right  of  large  airport. 

c.    Tell  patient  what  you  are  going  to  do  and  what  he 
is  to  do  and  why. 

5.  Slip  patient  into  a  T-shirt. 

6.  Select  largest  ahell  which  will  fit  patient. 

7.  Connect  hose  to  shell  by  inserting  the  elbow  end  into 

the  fitting  lock  with  a  twisting  motion  but  with  very 
little  force. 

8.  Apply  shell  to  patient  with  rubber  sealing  element 

deflated. 

a.  From  collar  bone  to  lower  abdominal  area  in  front. 

b.  From  slightly  below  shoulder  blade  to  upper  hip 

region  in  back. 

c.  From  center  of  armpit  to  hip  at  sides. 
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PORTABLE  RESPIRATOR  (Continued) 
(Monaghan) 

PROCEDURE  (Continued) 

9.    Apply  straps: 

Select  two  straps: 

(1)  One  sarre  size  as  shell  for  upper  hooks* 

(2)  One  next  snrxaller  size  for  lower  hooks* 

b«    Place  straps  under  patient's  back  with  humped 

sides  of  buckles  up. 
c.    Attach  buckles  to  hooks  on  each  side  of  shell. 
10.    Check  for  leeks  between  shell  and  patient.    If  present: 

a.  Screw  hand  bulb  into  valve  on  seal. 

b.  Turn  valve  to  left. 

c.  Squeeze  bulb  few  times  -  Do  Not  Over  Inflate. 

d.  Turn  valve  to  right  to  disconnect. 

Bittery  Operation 

1.  Connect  battery  to  power  i^'iit  which  may  or  may  not 

be  connected  to  the  house  current. 

2.  Insert  the  four-hole  plug  WITH  WHITE  LINE  UP, 

into  the  four-pronged  socket  located  in  center  ]>?ck 
of  power  unit  case. 

3.  Turn  switch  on. 

Manual  Operation  -  Hand  Bellows  Reguscitator 

1.  Remove  mask  assembly  from  case. 

2.  Attach  bellows. 

3.  Place  mask  over  patient's  face.    Hold  chin  firmly 

up  and  forward. 

4.  Open  and  close  bellows  rhythmically  at  the  same 

rate  patient  has  been  breathing. 

POINTS  TO  EMPHASIZE 

1.  The  respirator  o;>erating  on  electrical  current 

should  have  the  battery  unit  attached  so  battery  will 
automatically  function  if  power  fails. 

2.  The  pmall  white  lino  cf  the  fcur-hole  plug  must  point 
ug  to  connect  batteiiy  to  power  unit. 

3.  The  indicator  light  will  remain  lit  as  long  as  the 
machine  is  on  battery  operation. 
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PORTABLE  RESPIRATOR  (Continued) 


(Monaghan) 

CARE  OF  EQUIPMENT 

1.  Wash  8hell(8)  and  face  mask  with  warm  soapy  water. 

Rinse,  dry. 

2.  Use  disinfectant  solution  j  rescribed  locally. 

Do  Not  use  alcohol  or  formaldehyde. 

3.  Store  shells,  hose,  straps  and  hand  bulb  in  original 

case: 

a.  Store  shells  with  rubber  cushion  Up. 

b.  Do  not  place  in  sunlight,  near  heat  or  autoclave. 

4.  Written  schedules  should  be  kept  for  charging 

battery  and  maintenance  checks: 

a.  Plug  battery  into  house  current  for  four  hours. 

b.  Indicator  balls  will  float  on  top  of  liquid 

when  fully  charged. 

c.  Always  use  Distilled  water  to  maintain  fluid  level 

in  battery. 

Note:    Dual  Operation. 

1.    This  functions  as  the  single  model  with  these 
exceptions: 

a.  Pressure  controls  and  hose  attachments  are  on 

both  sides  of  the  case. 

b.  Rate  control  is  in  the  back  of  the  case. 

c.  Manual  operation  is  inside  the  power  vuiit  case: 

(1)  Open  back  of  case. 

(2)  Unscrew  knob  on  top  of  piston  rod. 

(3)  Screw  red  handle  in  place. 

(4)  Push  -  Pull  at  normal  rate  for  patient. 

(5)  Discontinue  by  replacing  handle  with  knob, 

(6)  Return  handle  to  slip. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PORTABLE  RESPIRATOR 
(Monaghan) 
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OSCILLATING  (ROCKING)  BED 


(Emerson) 

PURPOSE 

To  aid  circulation  in  peripheral  vascular  disease. 
To  promote  body  metabolism. 

EQUIPMENT 

Oscillating  bed 
Footboard 

Padded  shoulder  supports 

Knce»  ankle  and  hand  rolls  as  needed 

Safety  three  prong  electrical  plug,  ground  wire  or 

drag  chain 

PROCEDURE 

1.  Read  instructions  attached  to  bed  just  below  switch* 

2.  Attach  ground  wire  if  used.    Turn  on  motor. 

3.  Adjust  bed  to  oscillate  (rock)  at  rate  of  speed  and 

angle  ordered.    Turn  off  motor  when  bed  is 
horizontal  and  head  of  bed  is  rising. 

4.  Explain  bed  operation  to  patient. 

b.    Place  patient  on  bed  in  anatomical  alignment.  Head 
and  knee  gatch  of  bed  may  be  used. 

6,  Adjust  footboard^  shoulder  pads^  and  rolls. 

7.  Start  motor.    Hold  patient's  hand  or  place  your  hand 

on  his  shoulder  for  reassurance.    Instruct  patient  to 
breathe  with  machine. 

POINTS  TO  EMPHASIZE 

1.  Place  patient  on  bed  at  least  an  hour  before  meals 

when  possible. 

2.  Stay  with  patient  until  he  is  accustomed  to  bed.  Check 

him  frequently. 

3.  Place  call  bell  within  reach. 

4.  Instruct  patient  to  breathe  with  machine. 

5.  When  necessary  to  stop  bed  -  Wait  until  bed  is 

in  horizontal  position. 


OSCILLATING  (ROCKING)  BED  (Continued) 
CARE  OF  EQUIPMENT 


1.    Have  bed  checked: 

a.  Before  putting  into  operation. 

b.  Weekly  if  in  prolonged  use. 

c.  Before  placing  rn  storage. 


"inhale  " 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


BREATHING  WHILE  ON 
OSCILLATING  BED 
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CENTRAL  VENOUS  PRESSURE 


PURPOSE 

To  measure  the  venous  pressurf  in  the  vena  cava  or 
the  heart's  right  atrium. 

EQUIPMENT 

Skin  prep  antiseptic  solution 
Sterile  towels 

Sterile  gloves   (for  the  doctor) 

Local  anesthetic  solution  and  equipment 

Sterile  large  bore  needle  and  I. v.  catheter 

Sterile  5  or  10  cc  syringe 

Sterile  I.V.  extension  tubing 

Sterile  water  manometer 

Sterile  3-way  stopcock 

Sterile  dressing 

Adhesive  tape 

I.V.  setup  (with  ordered  fluid) 
I.V.  standard 

PROCEDURE 

1.  Wash  hands.  Explain  procedure  to  patient. 

2.  Assist  doctor  with  venesection  and/or  insertion  of 
large-bore  needle  with  ^^n  enclosed  cannula. 

3.  After  Insertion,  the  cannula  is  removed. 

4 .  The  doctor  advances  the  catheter  through  the  needle 
into  the  superior  vena  cava  or  the  right  atrium. 

5.  The  needle  is  removed  and  the  catheter  is  attached 
via  extension  I.V.  txibing  to  one  side  of  a  3-way 
stopcock.     Extending  upward  from  the  center  of  the 
stopcock  is  a  glass  manometer.     Regular  I.V.  tub- 
ing and  solution  is  connected  to  the  remaining  side 
of  the  stopcock. 

6.  After  the  apparatus  has  been  assembled  and  the  I.V. 
flow  started  the  doctor  will  do  the  initial  C.V.P. 
measurement.     Subsequent  measurements  are  done  by  the 
nurse  and/or  corpsman. 

7.  Measurements  are  made  by  turning  the  stopcock  from 
the  flow  position  so  that  it  directs  the  solution  away 
from  the  patient  and  into  the  manometer. 

8.  When  the  manometer  level  reaches  30  cm.,  turn  the  stop- 
cock to  allow  the  column  of  fluid  to  flow  to  the  pa- 
tient.    (After  15  to  20  seconds,  the  fluid  reaches  a 
level  equal  to  the  patient's  central  venous  pressure 
and  the  column  ceases  to  descend.    A  rhythmic  rise 

and  fall,  usually  1  to  2  cm.,  occurs  at  the  top  of  the 
column  reflecting  the  patient's  respiration.    The  high 
point  of  the  rise  is  read  as  the  patient's  C.V.P.) . 
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CENTRAL  VENOUS  PRESSURE  (Continued) 
PROCEDURE  (Continued) 

9.  Turn  stopcock  back  to  flow  position  and  infusion 
will  continue  at  rate  ordered  by  the  doctor. 
10.  Record  C.V.P.  on  plotting  chart. 

POINTS  TO  EMPHASIZE 

1.  Positioning  of  patient  and  manometer  are  crucial 
for  accurate  C.V.P.  measurement:  the  patient  lies 
supine  and  quiet  with  the  head  of  the  bed  flat.  The 
manometer  is  set  so  that  the  zero  mark  lies  at  the 
level  of  the  mid-axillary  line  (level  of  the  right 
atrium. ) 

2.  Initial  positioning  and  C.V.P.  measurement  is  done 
by  the  doctor. 

3.  Notify  the  doctor  of  any  unusual  readings  below  or 
above  the  normal  range  of  5-12  cm.  of  water  pressure, 
or  a  sudden  rise  or  fall  from  the  patient's  usual 
reading. 

4.  Close  observation  of  catheter  site  is  necessary  to 
prevent  hematoma  and  phlebitis. 

5.  Keep  tubing  free  of  kinks  or  any  other  obstruction. 

6.  Intervals  of  C.V.P.  measurement  and  methods  of  re- 
cording are  determined  by  local  instructions. 

CARE  OF  EQUIPMENT 

1.  Discard  disposable  iteips. 

2.  Wash  and  rinse  other  equipment  and  return  to  CSR. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TOURNIQUETS  IN  PULMONARY  EDEMA 


(Bloodless  Phlebotomy) 

PURPOSE 

To  slow  down  peripheral  circulation  thus  reducing  the 
strain  and  volume  of  blood  to  the  heart  and  lungs, 

EQUIPMENT 

Four  tourniquets  or 

Four  blood  pressure  cuffs  with  gauges 
PROCEDURE 

1.  Inform  patient  in  advance  as  to  the  nature  and  general 

purpose  of  procedure,  if  condition  permits. 

2.  Place  tourniquets  under  each  extremity,  as  high  as 

possible,  ^ 

a.  Under  each  leg  just  below  the  groin, 

b.  Under  each  arm  just  below  axilla. 

3.  Check  arterial  pulse  in  each  extremity, 

4.  Tighten  tourniquets,  except  that  under  left  arm,  by 

means  of  clip  knots, 

5.  Recheck  arterial  pulses  to  be  sure  they  have  not  been 

obliterated. 

6.  Watch  clock.    Wait  for  specified  time  interval. 

7.  Continue  ti^'htening  tourniquets  clockwise  as  follows: 

a.    Tighten  tourniquet  on  left  arm  and  release 
tourniquet  on  left  leg.    Wait  time  interval. 

b*     Tighten  tourniquet  on  left  leg  and  release 

tourniquet  on  right  leg.    Wait  time  interval. 

c.  Tighten  tourniquet  on  right  leg  and  release 

tourniquet  on  right  arm.    Wait  time  interval, 

8.  Repeat  steps  2  through  6  until  discontinued, 

9*    Discontinue  by  removing  one  tourniquet  at  a  time. 

Maintain  original  order  of  sequence  and  time  interval 
until  all  are  removed. 
10.    Charting  -  include  direction  and  time  interval 
tourniquets  applied  and  released. 
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TOURNIQUETS  IN  PULMONARY  EDEMA  (Continued) 


POINTS  TO  EMPHASIZE 


1.  FolloAv  written  orders  concerning  time  intervals 
for  tightening  tourniquets. 

2.  Adopt  a  system  of  rotation  for  releasing  and 

tightening  tourniquets.    Always  proceed  in  the 
same  direction  whether  clockwise  or  coxirter 
clockwise. 

3.  Apply  tension  that  will  not  obliterate  arterial  pulse. 

Obliteration  of  pulse  means  that  tourniquets  are  too 
tight. 

4.  Follow  original  order  and  time  interval  when  dis- 

continuing procedure.    Removal  of  all  tourniquets  at 
one  time  will  release  too  much  blood  and  cause  strain 
to  the  heart. 

CARE  OF  EQUIPMENT 

1.    Wash  and  dry  tourniqvets. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ROTATION  OF  TOURNIQUETS 


FREE  RIGHT  ARM  FREE  RIGHT  1£G 
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BREAST  CAPE 


PURPOSE 

To  prevent  skin  irritation  of  the  breast,  and  to  cleanse 
the  nipple  prior  to  breast  feeding. 

EQUIPMENT 

Tap  water 

Jar  with  sterile  cotton  balls 

Medication  if  ordered 

Nursing  brassiere  or  breast  binder 

PROCEDURE 

1.  Wash  hands. 

2.  Wash  breasts  well  with  moistened  cotton  ball,  starting 
with  nipple  first  and  working  out  in  circular  motion. 

3.  Wipe  off  excess  solution 

4.  Apply  medication  if  ordered. 

5.  Adjust  brassiere  or  binder. 

6.  Leave  patient  comfortable. 

POINTS  TO  EMPHASIZE 

1.  Provide  each  patient  with  a  breast  care  tray. 

2.  Instruct  patient  in  breast  care, 

3.  Never  wash  nipples  with  soap. 

4.  Wipe  off  all  medication  prior  to  nursing. 

CARE  OF  EQUIPMENT 

1.  Discard  soiled  cotton  balls. 

2.  Refill  jar  with  sterile  cotton  balls  and  tap  water 
when  necessary. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PERINEAL  CARE 


PURPOSE 

To  cleanse  perineal  area. 

To  promote  healing  of  the  perineum. 

To  teach  patient  principles  of  personal  hygiene. 

EQUIPMENT 

Disposable  Tray  or  - 
Tray  with: 

Sterile  pitcher  of  warm  tap  water 

Sterile  perineal  pads 

Sterile  cotton  balls 
Bedpan  and  cover 
Disposable  sanitary  napkin  bag 
Sanitary  belt  or  T  binder 

PROCEDURE 

1.  Wash  hands. 

2.  Screen  patient  and  tell  her  what  you  are  going 
to  do* 

3.  Remove  perineal  pad  from  front  to  back.  Note 
drainage.     Place  in  sanitary  napkin  bag  at  foot  of 
bed. 

4.  Place  patient  on  bedpan. 

5.  After  patient  has  voided: 

a*  Have  patient  flex  her  knees. 

b.  Turn  covers  down  to  knees. 

c.  Pour  solution  over  vulva  from  above  downward. 

d.  With  cotton  ball,  dry  labia  with  one  downward  stroke. 
Discard  cotton  in  sanitary  napkin  bag.  Repeat. 

e.  Remove  bedpan.     Have  patient  turn  on  her  side. 

f .  Dry  anal  region  from  front  to  back  with  cotton 
ball.  \. 

g.  Apply  sterile  perineal  pad  from  front  to  back. 
Secure  wi-th  sanitary  belt  or  T  binder. 

h.  Remove  equipment.     Leave  patient  comfortable. 

POINTS  TO  EMPHASIZE 

1.  Test  temperature  of  water  by  pouring  a  little  over 
wrist. 

2.  Use  only  ONE  downward  stroke  front  to  back  with 
EACH  cotton  ball.  Discard. 

3.  Avoid  touching  side  of  pac!  that  comes  in  contact 
with  patient. 

4.  Patients  may  go  to  bathroom  to  give  self  care  after 
being  taught  this  procedure. 
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PERINEAL  CARE  (Continued) 


CARE  OF  EQUIPMENT 

1.  Discard  sanitary  napkin  bag. 

2.  Reset  tray. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PERINEAL  LIGHT 


PURPOSE 

To  promote  healing  of  the  perineum. 

EQUIPMENT 

Launp  with  40  watt  bulb 
Sterile  perineal  pad 
Disposable  sanitary  napkin  bag 

PROCEDURE 

1.  Wash  hands « 

2.  Screen  patient  and  tell  her  what  you  are  going  to  do* 

3.  Place  patient  in  dorsal  recumbent  position. 

4.  Drape  patient  with  top  sheet. 

5.  Unfasten  sanitary  belt  or  binder. 

6.  Remove  pad.  Place  in  sanitary  napkin  bag.  Discard. 
Place  a  clean  one  under  patient. 

7.  Position  light  so  heat  is  directed  toward  perineum. 
8«  After  treatment,  replace  perineal  pad,  straighten 

bedding  and  leave  patient  comfortable. 

POINTS  TO  EMPHASIZE 

1.  Place  lamp  no  closer  than  18  Inches  so  as  not  to 
burn  the  patient  or  the  bedding. 

2.  Check  patient  frequently. 

3.  Duration  of  treatment  should  not  exceed  20  minutes. 

CARE  OF  EQUIPMENT 

Wipe  lamp  with  cloth  dsunpened  with  disinfectant  before 
using  the  launp  for  another  patient. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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INFANT  INCUBATOR 
(Armstrong) 

PURPOSE 

To  provide  a  warm  and  safe  environment  for  infants. 

EQUIPMENT 

Infant  incubator  (Armstrong)  with  stand 
Mattress  with  cover 

Ground  wire,  safety  plug  or  drag  chain 
Distilled  water 


PROCEDURE 


1.  Fill  tray  three-fourths  full  with  distilled  water. 

Place  tray  over  heating  unit. 

2.  Close  top  and  bottom-  ventilators. 

3.  Close  incubator  lid. 

4.  Plug  in  electric  cord.    Green  pilot  light  will  go  on. 

5.  Turn  heat  control  dial  to  start. 

6.  Watch  thermometer.    When  required  temperature  is 

reached,  turn  control  dial  to  right  until  red  light 
goes  out;  then  turn  slowly  to  the  left  until  red  light 
comes  on. 

7.  Adjust  humidity  by  following  instruction  printed  on 

top  lid  of  incubator. 

8.  Lock  wheels  of  stand.    Incubator  is  now  x^eady  for 

infant. 

9.  Open  ventilators  prior  to  placing  infant  in  incubator. 
POINTS  TO  EMPHASIZE 

1.  Water  tray  should  always  be  three  fourths  full  when 

in  use.    Add  distilled  water  every  6  -  S  hours  as 
necessary. - 

2.  Green  pilot  always  glows  when  incubator  is  on.  If 
it  goes  out,  check  wall  plug,  power,  light  bulb. 

3.  Once  the  incubator  is  set  at  a  desired  temperature, 

it  will  maintain  automatically. 
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INFANT  INCUBATOR  (Continued) 


(Armstrong) 

POINTS  TO  EMPHASIZE  (Continued) 

4.  Always  regulate  incubator  temperatv^re  by 
the  rmome te r  reading. 

5.  Do  not  place  towels  or  other  material-s  under  the 
incubator.    The  conductive  rubber  legs  must  be  in 
constant  contact  with  aluminum  shelf  of  ii'.cubator 
stand. 

6.  Use  only  e^qilosion  proof  model  incubator  in  delivery 
and  operating  rooms. 

7.  Open  vents  prior  to  placing  infant  in  incubator. 

CARE  OF  EQUIPMENT 

Disconnect  cord  from  socket.    Coil  cord.    Store  on 
shelf  of  stand. 

Empty  water  tray,  remove  mattress. 
Allow  one  hour  for  heating  unit  to  cool  off. 
Wash  incubator  with  solution  prescribed  locally. 
Lower  baffle  plate.    Wash  around  and  \mder  heating 
unit.    Rinse.    Dry.    Reset  baffle  plate  in  UP 
position. 

Wash,  dry,  and  replace. mattress. 
Have  medical  repair  check  incubator  periodically. 

--  ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


1. 

2. 
3. 
4. 
5. 


6. 
7. 


( 
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INFANT  INCUBATOR 


(Isolette) 

PURPOSE 

To  provide  an  environment  of  controlled  temperature, 
hximldity  and  oxygen  for  newborn  and  snnall  infants* 

EQUIPMENT 

Isolette 

Mattress  with  protective  cover 
Linen  as  needed 
Distilled  water 

For  Oxygen  Add: 

Oxygen  supply 

Oxygen  gauge 

Four  feet  of  rubber  tubing 

Non-magnetic  wrench 

"No  Smoking"  signs 

Mechanical  oxygen  analyser 


For  Cooling  Add; 


Cracked  ice 
Tap  water 


PROCEDURE 


1.  Make  up  Isolette. 

2.  Close  hood  and  porthole  sleeves.. 

3.  Fill  humidity  chamber  with  distilled  water. 

4.  Connect  unit  to.electrical  circuit. 

5.  Set  control  handle  for  desired  h\imidity. 
6«    Turn  heat  ccntroX  knob  to  the  left  to  raise 

temperature  inside  isolette.    Heater  light  will  go  on. 

7.  Allow  one  hour, .  if  possible,  to  preheat  Isolette. 

8.  Turn  heat  control  knob  to  the  right  just  enough  to  turn 

off  heater  lighti  when  desired  temperature  has  been 
reached. 
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INFANT  INCUBATOR  (Continued) 

PROCEDURE  (Continued) 

9*    Raise  hood  and  place  infant  in  Isolette, 
10.    Lower  hood. 


For  Oxygen 


1.  '  Connect  gauge  and  rubber  tubing  to  oxygen. 

2.  Attach  other  end  of  tubing  to  oxygen  nipple  on 

Isolette* 

3.  Turn  on  oxygen  and  adjust  flow  to  desired  amount. 

4.  Check  oxygen  concentration  with  mechanical  analyzer.. 

Cooling  Isolette 

1.  Cool  Isolette  only  when  ordered. 

2.  Fill  cooling  chamber  with  ice. 

3.  Add  about  one  quart  water. 

4.  Set  heat  control  knob  at  minimum  temperature 

ordered. 

5.  Turn  humidity  control  knob  to  FULL. 

6.  Drain  ice  chamber  by  small  petcock  at  base. 

Elevating  Deck  at  Head  or  Foot 

1.  Insert  arms  through  portholes. 

2.  Lift  either  end  of  deck.    Hook  over  plastic  baffle. 
POINTS  TO  EMPHASIZE 


1.  Carry  out  procedures  through  portholes. 

2.  Maintain  constant  temperature  and  humidity. 

3.  Avoid  placing  Isolette  in  direct  sunlight  or  near 

radiator.    Red  light  and  alarm  buzzer  will  go  on 
ii^  Isolette  becomes  overheated. 

4.  Always  refer  to  thermometer  mounted  inside 

Isolette  hood. 

5.  Before  putting  infant  in  Isolette  who  has  had  ether, 

preheat  unit  to  desired  temperature;  then  turn  off 
completely.    The  heat  shoxild  not  be  turned  on  again 
until  all  residual  ether  has  disappeared.  This 
usually  takes  2  ho  rs. 
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INFANT  INCUBATOR  (Continued) 
POINTS  TO  EMPHASIZE  (Continued) 

6.  Keep  humidity  chamber  filled  with  distilled  water  so 
water  level  is  always  visible  through  glass  window 
in  fill  pipe. 

7.  Never  close  vents. 

8.  When  oxygen  is  used: 

a.  Maintain  same  precautions  as  required  with  any 

oxygen  administration. 

b.  Do  not  usfe  gauge  with  humidifier  attachment. 

c.  Change  microfilm  pad  every  30  days,  if  so 

equipped.    (Microfilm  pad  inside  inlet 
connection.  ) 

d.  Check  oxygen  concentration  with  analyzer. 

CARE  OF  EQUIPMENT 

Wash  Isolette  thoroughly  after  each  use. 
ADDITIONAL  INFORMATION  FOR  TfflS  ACTIVITY 
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VAPORIZER  -  INCUBATOR 


(Vapojette-Isolette) 

PURPOSE 

To  provide  aerosol  therapy  in  an  Isolette. 

EQUIPMENT 

iBolette 

Oxygen  supply 

Oxygen  gauge 

Four  feet  of  rubber  tubing 

Non-magnetic  wrench 

''No  Smoking"  signs 

Mechanical  oxygen  analyzer 

Distilled  water  or  prescribed  medication 

With  Compressed  Air 

Compressor  pump 

PROCEDURE 

1.  Unscrew  jar  from  vaporizing  imit.    x^ill  with 
distilled  water.  Replace* 

2.  Mount  unit  in  twin  vent  holes  on  back  of  Isolette  hood. 


With  Oxygen 


1.  Set  oxygen  gauge  at  6  liters,  or  as  ordered. 

2.  Attach  oxygen  tubing  directly  from  gauge  to 

Vapojette  nipple. 

3.  Check  oxygen  concentration  with  analyzer. 


With  Compre.ssor 


1.  Attach  tubing  from  compressor  to  Vapojette  nipples. 

2.  Connect  pump  to  electrical  circuit. 

3.  Operate  pump  at  6-8  lbi^«  pressure. 
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VAPORIZER  -  INCUBATOR  (Continued) 


(Vapojette-Isolette) 
POINTS  TO  EMPHASIZE 


1.  Use  same  PRECAUTIONS  as  required  with  any 
oxygen  administration. 

2.  Keep  water  jar  filled  with  distilled  water. 

3.  Certain  ingredients  contained  in  aerosol  preps  rations 

damage  metal,  rubber  and  paint.    Clean  Isoiette 
thoroughly  after  use. 

CARE  OF  EQUIPMENT 

1.  Discontinue  flow  of  oxygen,  or  disconnect  pomp 

from  electrical  circuit. 

2.  Empty  vaporizer  jar.    Rinse,  dry  and  replace. 

3.  Clean  Vapojette  atomizer: 

a.  Grasp  knurled  shaft  firmly,  and  pull  out  entire 

atomizer  with  3  twisting  motion. 

b.  Clean  atomizing  tip  under  running  water,  using 

small  brush. 

c.  Replace  by  moistening  black  sealing  rings  with 
water.    Insert  with  twisting  motion. 

d.  Push  atomizing  unit  up  as  far  as  it  will  go. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ISOLETTE  ROCKER 


PURPOSE 

To  aid  respiration  and  promote  drainage  from  the 
respiratory  tract  in  premature  infants. 

EQUIPMENT 

Isolette 

Cylinder  oxygen  or  compressed  air 
Oxygen  gauge 
Non-magnetic  wrench 
"No  Smoking''  signs 
Distilled  water 

Isolette  rocker  with  pressure  regulator  and  tubing 
Special  uiaper 

PROCEDURE 

1.  Attach  oxygen  gauge,  and  pressure  regulator  with 

tubing  to  cylinder.    Use  non-magnetic  wrench. 

2.  Place  and  secure  cylinder  next  to  Isolette. 

3.  Fill  humidity  chamber  with  distilled  water. 

4.  Open  hood  of  Isolette.    Remove  mattress  and  top  deck. 

5.  Mount  rocker  in  Isolette.    Cover  rocker  pad. 

6.  Place  and  secure  positioning  rod  horizontally. 

7.  Pass  rubber  and  plastic  tubing  through  rear  porthole 

of  Isolette. 

a.  Connect  rubber  tube  to  pressure  regulator  hoee. 

b.  Allow  plastic  tube  to  hang  free. 

8.  Turn  on  oxygen  to  3-4  liters.    This  will  set  rocker 

in  motion. 

9.  Regulate  angle  and  rate  of  rocking  by  adjusting  knobs 

located  on  sid^  of  rocker. 

10.  Stop  rocker  by  taming  off  oxygen. 

11.  Place  rocker  in  horizontal  position.    Lock  rod  in 

vertical  position. 

12.  Fasten  special  diaper  to  rocker  at  each  side  and  at 
foci. 

13.  Place  infant  ir  diaper.    Adjust  shoulder  cushions. 
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ISOLETTE  ROCKER  (Continued) 


PROCEDURE  (Continued) 

14.  Turn  on  oxygen. 

15.  Release  rod.    Lock  in  horizontal  position. 

16.  Close  hood  and  portholes. 


POINTS  TO  EMPHASIZE 


1.  Use  sanne  precautions  as  reqiiired  with  any  oxygen 

administration. 

2.  Be  sure  infant  is  in  special  diaper. 

3.  Carry  out  procedures  through  portholes. 


CARE  OF  EQUIPMENT 


1.  Label  special  diapers  for  separate  laundering. 

2.  Disconnect  rubber  tubing  from  pressure  regulator 

hose. 

3.  Draw  both  tubes  into  Isolette  through  rear  porthole. 

4.  Wipe  rocker  and  tubes  with  damp  cloth.    Remove  from 

lBolette« 

5.  Wash  Isolette  in  usual  manner. 

6.  Set  up  tmit. 

7.  Leave  Isolette  complete  with  rocker,  diapers  and 

oxygen  equipment,  ready  for  use. 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HUMIDITY  AND  OXYGEN  THERAPY 


(Croupette) 

PURPOSE 

To  provide  a  cool  environment  high  in  hunnidity  and 
supplemental  oxygen  for  infants  and  small  children, 

EQUIPMENT 

Croupette  frame  with  rubber  tube  attachments 
Atomizer  assembly  with  jar 
Canopy 

Oxygen  supply  or  compressed  air 

Oxygen  gauge 

Four  feet  of  rubber  tubing 

Non-magnetic  wrench 

"No  Smoking"  signs 

Distilled  water 

Tap  water 

Cracked  ice 

Drainage  pan 

Curved  basin 

Bath  towel 

Sheet 

For  Aevo^ic^  '^^^bulii^er  Add; 

Nc  .        er  or  mistogen  unit 
Prescribed  medication 
Medicine  dropper  or  2cc  syringe 

PROCEDURE 

1.  Read  ir«icructions  printed  or  back  of  Croupette, 

2.  Instruct  patient  as  to  what  you  are  going  to  do. 

3.  Place  Croupette  frame  on  mattress  at  head  of  l^d. 

Cover  with  and  snap  canopy  into  place, 

4.  Unscrew  vater  jar.    Fill  with  distilled  water.  Replace. 

5.  Attach  rubber  tubing  to  oxygen  gauge. 

6.  Turn  on  oxygen  6  to  8  liters,  unless  otherwise  ordered. 

7.  Connect  other  end  of  rubber  tubing  to  oxygen  intake 
nipple  above  water  jar. 
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HUMIDITY  AND  OXYGEN  THERAPY  (Continued) 


(Croupette) 

PROCEDURE  (Continued) 

8.    Open  damper  valve  for  5  to  6  minutes,  and  bring  to 

100%  humidity, 
9-    Close  damper  valve. 

10.  Fill  chamber  with  ice  unless  otherwise  ordered, 

a.  Add  tap  water  as  directed. 

b.  Hook  end  of  rubber  tubing  from  ice  chamber  to 

damper  valve. 

11.  Keep  short  rubber  tube  in  curved  basin  at  back  of 

Croupette. 

12.  Place  patient* s  heat]  under  Croupette. 

13.  Tuck  sides  of  canopy  under  frame.    Bring  front  down 

over  patient. 

14.  Fold  cotton  sheet  in  fourths.    Place  front  of  canopy 
within  folds  of  sheet.    Tuck  sheet  under  mattress 
on  both  sides. 

With  Nebulizer 

1.  Put  prescribed  medication  or  distilled  water  in 

nebulizer  with  medicine  dropper  or  syringe. 

2.  Insert  nebulizer  barrel  into  rubber  grommet  on  back 

of  croupette. 

3.  Attach  rubber  tubing  to  cxvgen  gauge. 

4.  Turn  on  oxygen  6  to  8  liters,  unless  otherwise 

ordered. 

5.  Attach  other  end  of  rubber  tubing  to  nebulizer 

chamber. 

POINTS  TO  EMPHASIZE 

1.  Use  same  PRECAUTIONS  as  required  with  any  oxygen 

administration. 

2.  Do  not  use  humidifier  with  oxygen  gauge. 

3.  Carry  out  jirocedures  through  zippered  openings. 

4.  See  that  patient  is  well  covered  and  dry. 

5.  Keep  jar  filled  with  distilled  water. 
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HUMIDITY  AND  OXYGEN  THERAPY  {Continued) 
(Croupette) 
POINTS  TO  EMPHASIZE  (Continued) 

6.  The  combination  of  ice  and  water  is  necessary  to 
provide  maximunn  cooling. 

7.  Croupette  nmay  be  used  without  ice  when  ordered, 

8.  Do  not  boil  or  expose  plastic  nebulizer  to  excessive 

tennperatures. 

CARE  OF  EQUIPMENT 

1.    Drain  ice  chanaber:   Slip  rubber  tubing  off  dannper 

valve  and  empty  into  pah  on  floor. 
Z.    Remove,  clean  and  replace  screen  filte^  on  end  of 

small  rubber  tube  in  water  jar. 

3.  Empty,  rins*?.  dry  and  replace  v^ate  r  jar. 

4.  Wash  ice  ch^mUer,  frame,  canopy  and  nebulizer  with 

soap  and  Wv  /m  water.    Rinse  and  dry. 

5.  Clean  atomizer  unit  only  if  clogged: 

a.    Remove  by  loosening  three  thumb  screws  under 

water  jar  cap. 
b«    Unscrew  atomizer  cap  to  expose  atomizer  tip. 
c.    Insert  fine  wire  in  tip  and  side  holes  to  unblock 

openings. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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IV 

PREOPERATIVE  AND  POSTOPERATIVE  CARE 


PREOPERATIVE  PREPARATION 


PURPOSE 

To  pidpare  the  patient  mentally  and  physically  for 
stirgery. 

EQUIPMENT 

Standard  Fcrm  SF  517,  Anesthesia,  two  with  carbon 
Standard  Focm  SF  515,  Tissue  examination  {5  part) 
Standard  Form  SF  516,  Operative  Report  or  NavMed 

(Surgical  Data  Card) 
Standard  Form:  SF  518,  Blood  Transfusion  if  required 
Standard  Form  SF  522,  Authorization  c'or  Anesthesia, 

operations,  etc. 
Surgery  Check-off  List  or  Card 
X-ray  films  if  required 
Medicatlonrj  as  ordered 

PROCEDURE 

1.  Day  before  surgery 

a.  Instruct  patient: 

(1)  Regarding  pr<   and  postoperative  activities , 
e.g.  nothing  by  mouth  aft3r  midnight  unless 
otherwise  ordered,  time  to  be  spent  in  re- 
covery room,  and  postoperative  deep  breathing 
exercises  and  coughing. 

b.  The  following  routine  should  be  carried  out.  Have 
patient  do  it  if  he  is  able. 

(1)  Check  valuaUiles  with  Disbursing  Officer. 

(2)  Shower  or  bathe. 

(3)  Clean,  clip  fingernails,  and  remove  nail 
polish. 

c.  Preoare  chart  with  the  following: 

(1)  Required  x-ray  and  laboratory  reports  and 
EKG  if  applicable. 

(2)  Completfrd  history  and  physical  exam  report. 

(3)  Signed  authorization  for  anesthesia,  SF  522 
on  all  patients. 

(4)  Tv^o  anesthesia  reports  with  carbon,  one 
Operative  Report,  one  Tissue  Examination 
Sheet  (5  part)  stamped  with  addressograph 
plate. 

(5)  Svirgery  check-off  list  or  card  on  chart 
holder. 

(6)  All^rrgies  noted  on  <  ^art  cover. 

(7)  Note  if  patient  is  on  S.L.  or  V.S.L. 


PP^OPERATIVE  PREPARATION  (Continued) 


PROCEDURE  (Continued) 


d.  Prepare  patient. 

(1)  Check  to  see  if  patiejit  is  wearing  an 
identification  band. 

(2)  Give  cleansing  enema  xf^ ordered. 

(3)  ]rj.epare  skin  of  operative  Eite. 

(4)  Give  medication  as  ordered. 

e.  Notiiy  chaplain  unless  patient  does  not  wish  this 

2.  Day  of  Surgery; 

a.  Early  A.ri.  care  to  be  given  including  oral 
hygier.es  and  face  shave. 

b.  Take  and  record  T.P.R.  and  blood  pressure. 

c.  Remove  prosthesis.  Label.  Store  in  safe  place. 

d.  Remove  contap4:  lenses,  jewelry,  dentures,  and 
wigs. 

e.  Insert  gastric; tubes  and  catheters  if  ordered. 

f.  When  called  for.  by  surgery: 

(1)  Have  patient  void. 

(2)  Give  preoperative  medication  as  ordered. 
Record  on  Medication  Administration  Record. 

(3;  Cover  patient  with  clean  sh'^jt.  Remove 
pajamas.    Transfer  to  stretcher.  Cover 
head  with  towel  or  cap  according  to  local 
policy. 

(4)  Record  transfer  of  patient  to  operating 
room  on  Nursing  Wotea  (SF  510) . 

(5)  Place  chart  with  blood  tags  and  x-^rays  (if 
required)  on  stretcher  with  patient. 

(6)  Tape  addressograph  plate  to  chart  cover. 

3.  While  patient  is  In  surgery: 

a.  Prepare  recovery  bed.     (See  Recovery  Unit,  Page 
330)  . 

b.  Obtain  and  set  up  all  necessary  equipment  as 
needed . 

POINTS  TO  EMPHASIZE 

1«  Patients  are  not  generally  given  liberty  24  hours 
prior  to  surgery.     (Refer  to  local  hospital  instruc- 
tion) . 

2.  Notify  ward  medical  officer  if  patient  has  any  signs 
or  symptoms  of  cold,  skin  lesions,  temperature  ele- 
vation, or  is  unduly  apprehensive. 
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PREOPERATIVE  PREPARATION  (Continued) 
POINTS  TO  EMPHASIZE  .  (CoHtlftUrjd)  ' 

3.  Wedding  bands  may  be  worn  If  secured  to  patient's 
finger  by  adhesive  tape;  except  for  patients  who 
are  to  be  under  hypol^ermla.  In  which  case  the 
band  must  be  removed. 

4.  In  preparing  women  patients  for  surgery: 

a.  I^emove  lipstick  and  nail  polish. 

b.  Remove  bobby  pins  and  combs.  Braid  long  hair. 

5.  Requests  for  blood  should  be  sent  to  the  Blood  Bank 
the  day  before  surgery.   (Check  local  hospital  instruc- 
tion) . 

AT^DITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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SKIN  PREPARATION 

PURPOSE 


To  cleanse  the  operative  site  as  well  as  possible  in 
preparation  for  a  surgical  incision. 


EQUIPMENT 


Bedlamp  or  spotlight 
Razor 

Razor  blades 

Basin  of  warm  water  and  pHisoHex  1:3 
Gauze  sponges 
Curved  basin 

Protective  sheet  or  pads 
Applicators 

Sterile  Towels  )       For  -  Orthopedic  preparation 

Ace  or  gauze  bandages     )  , 

Scissors 

Clippers  to  cut  hair  of  neurosurgery  patients 
PROCEDURE 

1.  Tell  the  patient  what  you  are  going  to  do. 

2.  Place  light  at  best  angle  to  see  hairs. 

3.  Place  protective  sheet  or  pads  under  area  to  be 
shaved.' 

4.  Clip  long^  hairs  with  scissors. 

5.  Lather  a  small  area  at  a  tiine  with  pHisoHex. 

6.  Shave  in  direction  of  hair  growth. 

7.  Scrub  entire  area  with  attention  to  folds  of  skin, 
umbilicus,  toes,  fingers  and  nails.  Rinse. 

8.  Repeat  scrub.     Wipe  off  excess  pHisoHex. 

9.  Shave  lumbar  region  if  spinal  anesthesia  has  been 
ordered. 

Note:     For  an  orthopedic  preparation,  in  addit-.ion  to 
the  above  preparation,  apply  sterile  towels  to 
prepared  area  and  secure  with  bandage. 

POINTS  TO  EMPHASIZE 

1.  Refer  to  chart  for  proper  area  to  be  shaved. 

2.  Patient  should  have  a  bath  or  shower  before 
preparation. 

3.  Avoid  scratching  or  cutting  skin. 

4.  If  any  skin  lesion  is  noted  report  to  medical 
officer  before  proceeding  with  preparation. 
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SKIN  PREPARATION  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

5.  Do  not  shave  eyebrows  or  a  woman's  face  unless 
speclTically  directed. 

6,  Collect,  package,  label  and  save  all  hair' removed 
from  head. 

CARE  OF  EQUIPMENT 

1.  Discard  used  materials   (secure  sharp  edge  of  razor 
blade  with  ac'ies'^ve  tape). 

2.  Wash  equipmervt  with  soap  and  water.     Rinse  ^  dry. 

3.  Disinfect  razor  in  alcohol  70%  for  30  minutes. 

0' 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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AREAS  OF  SKIN  PREPARATION 
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RECTO-PERINEAL ,  UROLOGIC , 
INGUINAL- GYNECOLOGIC  SURGERY 
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RECOVERY  UNIT 

PURPOSE 

To  provide  a  warm  comfortable  bed  for  the  post- 
operative patient. 

EQUIPMENT 

Three  sheets,  pillowcase 
Plastic  mattress  cover 
Plastic  pillow  cover 
Bed  protective  pads 
Blanket 

Paper  bag,  paper  wipes,  curved  basin 
Sphygmomanometer  and  stethoscope 
Intake  and  Output  sheet,  DD  Form  792 
Plotting  Chart,  Standard  Form  512 
Pen  or  Pencil 
Tongue  blades 
Suction  machine 
Infusion  Stand 
Oxygen  equipment 
Side  rails 

PROCEDURE 

1.  Make  bottom  of  bed  with  full  size  protective  sheet 
or  full  size  plastic  mattress  cover. 

2.  Place  protective  pads  in  area  of  operative  site, 

3.  Place  top  bedding  on  bed.     Do  not  tuck  in. 

4.  Fold  top  sheer  over  blanket  at  both  ends  of  bed. 

5.  Fold  top  bedding  to  edge  of  mattress  on  entrance 
side  of  bed. 

6.  Fit  pillow  into  plastic  cover  and  pillowcase. 

7.  Place  pillow  between  rungs  at  head  of  bed. 

8.  Set  up  bedside  locker  with: 

a.  Sphygmomanometer  and  stethoscope 

b.  Paper  bag,  curved  basin. 

c.  Paper  wipes,  tongue  blades 

d.  DD  Form  792  and  SF  512 

e.  Pen  or  pencil 

Bring  infusion  s^.and^  suction  machine /  oxygen  or 
drainage  bottles  to  bedside  if  needed- 

POINTS  TO  EMPHASIZE 

1.  Unit  should  be  prepared  as  soon  as  patient  leaves 
for  surge; y 

2.  Know  wheii   to  locate  articles  that  may  be  needed 
in  postoperative  emergencies. 

3.  Check  all  equipment  in  unit  to  ascertain  that  it  is 
in  working  condition. 
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RECOVERY  UNIT  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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POSTOPERATIVE  CARE 


(Immediate) 

PURPOSE 

To  provide  close  observation  and  care  for  a  patient 
immediately  after  an  operation  and  \intil  he  has 
reacted  from  anesthesia. 

EQUIPMENT 

Curved  basin 

Paper  wipes,  paper  bag 

Sphygmomanometer  and  stethoscope 

Plotting  Chart  SF  512 

Paper,  pen  or  pencil 

L  V.  Standard 

Intake  and  Output  sheet,  DD  Form  792 
Linen  as  necessary 

Oxygen,  drainage  equipment^  suction  apparatu;?^ 
tubings 

PROCEDURE 

1.  Assist  with  transfer  of  patient  from  stretcher  to  bed. 

2.  Observe  patient  for  symptoms  of  hemorrhage^ 

shock  or  pain. 

3.  Take  and  record  pulse,  respiration  and  blood 
pressure  immediately  and  l:hen  ^s  ordered. 

4.  Put  pajama  top  on  patient.    Arraage  bed  linen. 

5.  Check  chart  for  postoperative  DxderB# 

6.  Check  for  the  presence  of  dralaage  tubes; 

connect  as  ordered. 

7.  Place  patient  in  position  ordezed. 

8.  If  patient  had  a  general  anesthesia: 

ao    Keop  patient's  head  to  one  side  to  prevent 
aspiration  of  vomitus. 

b.  Suction  as  necessary. 

c.  Remove  airway  when  patient  regains 

consciousness. 

9.  Inspect  dressings  at  frequent  intervals. 
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POSTOPERATIVE  CARE  (Continued) 


(IxiQtiedlate) 
PROCEDURE  (Continued) 

10.  Report  bleeding  and  excess  drainage,  persistent 
nausea  or  vomiting. 

11.  Keep  accurate  intake  and  output  record. 
12 «  Follow  doctor's  orders  for: 

a.  Taking  and  recording  vital  signs. 

b.  Turning  patient. 

c.  Coughing  and  deep  breathing  the  patient. 

d.  Catheterization. 

e .  Irrigations . 

f.  Ambulation. 

g.  Pain  and  nausea 

13.  Check  color  and  circulation  of  extremities.. 

c 

POINTS  TO  EMPHASIZE 

1.  When  transferring  patient  from  gurney  to  bed, 
make  sure  adequate  personnel  are  available. 

2.  Stay  with  patient  until  he  is  oriented  as  to  namet 
time  and  place.     Use  side  rails  to  protect  him  from 
falling  out  of  bed. 

3.  Watch  for  symptoms  of  hemorrhage,  shock  or  complaints 
of  pain. 

4.  Be  sTire  all  tubes  are  con^iected^  open  and  draining. 

5.  Teach  patient  to  support  incision  when  coughing. 

6.  Encourage  patient  to  turn  and  help  himself  as  much 
as  allowed. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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SCULTETUS  BIND2R 

PURPOSE 

To  provide  support  to  the  abdominal  region. 
EQUIPMENT 

Binder 
Safety  pins 


PROCEDURE 

1.  Place  binder  xinder  patient^  three  to  four  inches  below 
hips. 

2.  Start  at  lowest  tail.    lAp  one  over  tUf  other  to  top. 
3«    Pin  last  two  tails  in  place.    Shaft  of  pin  should  be  at 

right  angles  to  pull  of  materiaL 

POINTS  TO  EMPHASIZE 

1.  The  first  two  tails  should  reach  well  over  the  hip 
bones  ard  anchor  the  binder. 

2.  Considerable  pull  is  used  to  obta^Ji  firm  support„ 

The  patient's  comfort  is  the  guide. 

3.  The  tails  should  overlap  each  other  from  one-half  to 
two-> thirds,  depending  on  the  contour  of  the  abdom.en. 

4.  If  the  tail  is  too  long,  turn  it  back  on  itself*  There 

should  not  be  wrinkles  over  the  bony  prominences* 
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SCHULTETUS  BINDER  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

5.  The  binder  should  be  inspected  frequently  and 
reapplied  as  necessary. 

6.  As  you  pin  binder/  insert  your  fingers  between 
patient  and  binder  to  protect  him. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


STRAIGHT  ABDOMINAL  BINDER 


PURPOSE 

To  hold  abdominal  dressings  in  pflace. 
To  give  support. 

EQUIPMENT 

5Jtraight  Binder 
Safety  pins 

PROCEDURE 

1.  Gather  half  of  bi  ider.    Slip  under  patient's  hips. 

Pull  through  and  adjust  evenly. 
Zn    Bring  ends  together  over  middle  of  abdomen.  Fold 
under  ends  to  fit  body  snugly. 

3.  Pin  with  safety  pins,  starting  from  pubic  area  and 

work  upward.    Space  pins  about  2  i*tiches  apart  at 
right  angles  to  pull  material. 

4.  Fit  binder  at  waistline  with  safety  pins. 

POINTS  TO  gMPHASIZE 

« 

1*    Be  sure  binder  is  smooth  \mder  patient. 

2.  As  you  insert  pins,  protect  body  by  inserting  fingers 

between  patient  and  binder. 

3.  Avoid  pinning  over  bony  prominences  or  areas  that 

may  cause  pressure. 

CARE  OF  EQUIPMENT 

Send  binder  to  laundry  when  soiled. 
ADDITIONA L  INFOR IVIATION  FOR  TmS  ACTIVITY 
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T  BINDERS 


PURPOSE 

To  hoid  perineal  or  rectal  dressings  in  place. 
EQUIPMENT 

I 

T  Binder  or  double  T  Binder 
Safety  pins 


PROCEDURE 

T  Binder  (Female  Patient) 

Put  the  band  around  the  patient's  waist. 

2.  Tie  or  fasten  with  a  pin  in  front. 

3.  Bring  perineal  strap  up  between  legs  and  pin 

to  waistband. 

Double  T  Binder  (Male  Patient) 

1.  Place  cross  bar  of  T  around  patient's  waist. 

2.  Bring  double  strips  of  T  between  legs,,  one  on 

each  side  of  scrottun  to  cross  bar  in  front. 

3.  Pin  In  front  with  safety  pins. 


CARE  OF  EQUIPMENT 

Send  binder  to  laundry  when  ;vi oiled. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BREAST  BINDER 

PURPOSE 

To  provide  support  and  comfort  to  the  breasts* 

EQUIPMENT 

Binder,  Straight  or  Breast 
Safety  pins  as  required 

PROCEDURE 

1.  Place  binder  smoothly  unr^er  patient's  shoulders* 

2.  Have  patient  support  breasts  upvrard  and  inv;ard. 

3.  Bring  ends  of  binder  over  breasts  and  tuck  ends 
smoothly  to  fit  body  snugly.     Pin  binder  securely. 

4.  Secure  binder  to  contour  of  chest  with  safety  pins. 

POINTS  TO  EMPHASIZE 

1.  If  fitted  breast  binder  is  used,  bring  straps 
over  shoulders  and  pin  in  place. 

2.  As  you  pin  binder,  insert  your  fingers  between 
patient  and  binder  to  protect  him, 

CARE  OF  EQUIPMSNT 

Send  bjLhder  to  laundry  when  soiled. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERLC 
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DEVICES  FOR  THE  SAFETY  OF  THE  PATIENT 


RESTRAINTS 


PURPOSE 


To  protect  the  patient  from  injuring  himself, 
To  protect  the  patient  from  injuring  others. 


EQUIPMENT 


Side  rails 

Sheet  restraints 

Posey  vest  or  belt 

3  inch  gau2is  roll 

Leather  ankle  or  wrist  restraints 

PROCEDURE 

1.  Side  rails. 

a.  Attach  to  beds  of  patients  who  are  confused, 
delirious,  under  sedation,  unconscious  or 
subject  to  epileptic  seizures. 

2.  Sheet  restraints. 

a.  Fold  a  sheet  in  quarters  lengthwise  and  apply 
across  patient's  chest, 

b.  Secure  to  bars  under  the  bed. 

c.  Requires  a  doctor's  order. 

3.  Posey  vest 

a.  Patient  should  be  on  his  back. 

b.  Slip  arms  through  sleeves  of  restraint  and- se- 
cure in  back. 

c.  Secure  ties  to  sides  of  bed. 

d.  Requires  a  doctor's  order. 

4.  Gauze  ankle  and  wrist  restraints. 

a.  Pad  v/rist  and  e^nkle. 

b.  Attach  to  wrist  and  ankle  of  opposite  side  of 
body  by  means  of  a  clove  hitch. 

c.  Never  restrain  all  four  extrexrdties  at  the  same 
time  unless  specifically  ordered  by  medical  officer- 

d.  Requires  a  doctor's  order. 

5*  Leather  wrist  or  ankle  restraints. 

a.  Apply  to  one  wrist  and  the  opposite  ankle. 
b«  Pad  wrist  and  ankle. 

c.  Place  cuff  over  pads. 

d.  . Pass  strap  through  loop  of  cuff  and  under  bar  of 

bed. 

e«  Allow  enough  slack  in  strap  to  permit  movement. 

f.  Lock  strap • 

g.  Requires  a  doctor's  order. 
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DEVICES  FOR  THE  SAFETY  OF  THE  PATIENT  (Continued) 
POINTS  TO  EMPHASIZE 

!•  All  physical  restraints  must  have  a  doctor's  order • 

2.  When  applying  the  sheet  restraint  be  careful  not  to 
impair  respirations, 

3,  When  applying  wrist  and  ankle  restraints  watch  for 
chafing,  burning  or  pressure  sores. 

4,  Pulse  should  be  taken  at  regular  intervals  for  pa- 
tients who  are  struggling  against  restraints. 

5.  Remove  patients  from  restraints  at  least  every  two 
hours  for  change  of  position  or  exercise »     Give  skin 
care  frequently • 

CARE  OF  EQUIPMENT 

Wash  Posey  restraints  as  needed  and  when  order 
discontinued • 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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SURGICAL  DRESSING  TECHNIQUE 


PURPOSE 

To  provide  a  quick  and  efficient  way  of  changing 
dressings  and  irrigating  wounds. 

EQUIPMENT 

Dressing  Cart: 

Top  shelf  scocked  with  an  adequate  number  cf 
sterile  packs  of  supplies  and  sterile  instruments ^ 
solutions  and  ointments. 

Bottom  shelf  stocked  with  adequate  amounts  of 
clean,  non- sterile  supplies 

Covered  pai]  lined  with  waterproof  bag  for  soiled 
dressings 

Basin  containing  soapy  water  for  soiled  instruments 
PROCEDURE 

1.  Wash  hands  before  and  after  each  dressing. 

2.  Explain  procedure  to  patient. 

3.  Dry  Sterile  Dressing 
a.  In  treatment  room: 

(1)  Place  patieut  in  comfortable  position  on 
treatment  table. 

(2)  Expose  area  to  be  dressed. 

(3)  Using  aseptic  technique  -  open  steiile  in- 
strument pack  and  a  sterile  pack  of  4  x  4s. 

(4)  Loosen  dressing  by  pressing  skin  taut  under 
adhesive  with  one  hand.     With  other  hand, 
pull  tape  toward  wound. 

(5)  Remove  outer  dressing.     Place  in  paper  bag. 

(6)  Cleanse*  wound: 

(a)  Usi.ng  sterile  hemostat  or  sterile  glove 
pick  up  sterile  4x4. 

(b)  Moisten  by  pouring  antiseptic  solution 
over  4x4. 

{c}  Cleanse  incision,  wiping  in  circular 
motion  from  wound  outward. 

(7)  Apply  sterile  dressing  to  cover  wound. 

(a)     If  disposable  gloves  are  used,  remove 
and  discard  with  old  dressing. 

(8)  Remove  all  adhesive  tape  marks  from  skin 
with  adhesive  remover. 

(9)  Pick  up  adhesive  tape.     Fasten  tape  to  skin 
on  far  side  of  wound.     Pull  tape  taut  over 
dressing  and  fasten  to  near  side. 
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SURGICAL  DRESSING  TECHNIQUE    (Continued ) 


PROCEDURE  (Continued) 

3 ,  Dry  Sterile  Dressing 
a. 

(10)  Place  instruments  in  container  of  soapy 
solution. 

(11)  Assist  patient  to  bed  if  necessary, 
b.  At  bedside  of  patient: 

(1)  Screen  pationt  and  explain  what  you  are 
going  to  do. 

(2)  Wheel  dressing  cart  to  bedside.     Keep  at 
such  distance  to  prevent  contamination  from 
patient's  linen.     Use  dressing  tray,  if  avail- 
able . 

(3)  Protect  bed  as  necessary. 

(4)  Follow  above  procedure  for  changing  dressings. 

(5)  Wheel  dressing  cart  to  dressing  room. 
Clean  and  restock. 

4,  Vaseline  Gauze  Dressing 

aT  Tear  open  one  end  ot  vaseline  gauze  package. 

b.  Remove  vaseline  gauze  with  sterile  hemostat. 

c.  Cut  desired  length  with  sterile  scissors. 

d.  Place  gauze  on  wound. 

e.  Cover  with  dry  sterile  dressing.     Secure  with 
adhesive  tape. 

5,  Suture  Removal. 

a~.  Place  4x4  gauze  sponge  near  incision. 

b.  Cle.=in  suture  line  with  antiseptic  solution. 

c.  Hold  knot  with  hemostat. 

d.  Slip  scissors  under  suture.     Clip  close  to  knot, 

e.  Remove  sutures  with  hemostat.     Place  on  4  x  4, 
Discard. 

f .  Cleanse  incision  with  sponge  moistened  with 
antiseptic  solution  after  all  sutures  to  be  re- 
moved are  removed. 

g.  Apply  dressing  if  necessary. 

6,  Skin  Clips 

a.  Slip  clip  remover  gently  under  clip. 

b.  Squeeze  handles  of  the  clip  remover. 

c.  Gently  lift  clip  from  skin.     Place  on  4  x  4, 
Discard. 

d.  Cleanse  incision  with  4x4  gauze  sponge 
moistened  with  antiseptic  solution. 

e.  Apply  dressing  if  necessary. 

POINTS  TO  EMPHASIZE 

1.  Wash  hands  before  and  after  changing  each  dressing. 
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SURGICAL  DRESSING  TECHNIQUE  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

2*  Order  of  dressings  if  more  -han  one  is  to  be  done: 
a.  Clean,  closed  wounds* 
b*  Clean,  open  wounds* 
c.  Contaminated  wounds, 

3,  Do  not  put  stoppers  or  covers  of  sterile  containers 
where  the  inner  surface  comes  in  contact  with  an 
unsterile  object. 

4.  Take  care  not  to  inadvertently  remove  drains  or  tubes 
when  changing  dressing* 

5*  Use  Montgomery  straps  for  wc^unds  requiring  frequent 

dressing  changes. 
6.  Record  in  nursing  notes  when  dressings  are  changed. 

Note  type  and  amount  of  drainage  present. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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WOUND  IRRIGATION 


PURPOSE 

To  wash  out  a  wound  and  remove  debris  or  purulent 
drainage. 

EQUIPMENT 

Disposable  irrigation  kit,  or: 
Sterile  bulb  syringe 
Sterile  round  basin 

Ster: le  irrigating  solution  as  ordered 

Curved  basin 

Protective  sheet  or  pads 

Dressing  cart 

Sterile  gloves 

PROCEDURE 

1.  Wash  hands  before  and  after  procedure. 

2.  Explain  procedure  to  patient. 

3.  Place  protective  sheet  or  pad^  \inder  part  to  be 
irrigated . 

4.  Place  curved  basin  under  wound. 

5.  Place  sterile  solution  in  ster-^.le  round  basin. 

6.  Fill  sterile  bulb  syringe  with  steiile  solution* 

7.  Gently  irrigate  wound  until  return^L.  are  clear. 

8.  Apply  dressing. 

9.  Leave  patient  clean  and  comfortable. 

10.  Record  type  of  solution  used,  condition  of  wound, 
and  character  of  drainage  on  Nur&lng  Notes  (SF  510). 

POINTS  TO  EMPHASIZE 

1«  Note  character r  odor  and  appearance  of  discharge. 
2.  Record  on  Nursing  Notes  condition  of  wound. 

CARE  OF  EQUIPMENT 

1.  Disinfect,  w^Lsh,  rinse,  dry,  and  return  used 
equipment  to  CSR. 

2.  Dlsceurd  disposable  items. 

ADDJTIONAI/  INFORMATION  FOR  ITJIS  ACTIVITY 
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TRACHEOTOMY  CARE  AND  CARE  OF  TRACHETOMY  TUBE 


PURPOSE 

To  maintain  clear  airway  when  a  tracheotomy  tube  is  in 
place. 

EQUIPMENT 

Obturator  to  fit  tracheotomy  tube  the  patient  is  wearing 
PapBr  and  pencil 

Sterile  tracheotomy  tray,  extra  tracheotomy  tube  set 
Naso-pharyngeal  suction  machine  and  tray  containing: 

Naso-pharyngeal  catheter  F  6  or  8 

Hydrogen  peroxide,  fresh  solution 

Sterile  saline  or  sterile  distilled  water 

Two  sterile  basins 

Y  tube  connector 

Pipe  cleaners 

Gauze  sponges  for  cleaning  tube 
Sterile  gloves 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Wash  hands.  Put  on  sterile  gloves. 

3.  Release  safety  clasp,  place  fingers  on  outer  tube, 
support  and  hold  outer  cannula,  arid  slowly  v;ith- 
draw  inner  cannula. 

4.  Place  inner  cannula  in  basin  of  hydrogen  peroxide. 
Leave  immersed  until  solution  stops  bubbling. 

5t  Applying  friction,  clean  thoroughly  with  gauze  and 
pipe  cleaners  until  all  mucous  has  been  removed. 

6.  Immerse  inner  cannula  in  v/ater  or  saline  for  rinsing. 
Agitate  as  required  to  remove  lint  or  threads.  Gently 
shake  to  remove  droplets. 

7.  Suction  outer  cannula,  if  necessary,  before  reiiinstat- 
ing  inner  cannula. 

fj.  Reinsert  inner  cannula  and  carefully  fasten  safety 
clasp. 

9.  Change  dressing  under  outer  cannula,  if  necessary. 

10.  To  provide  moistness  of  inspired  air  and  to  protect 
from  inspiration  of  irritating  foreign  materials, 
suspend  sterile  4x4  moistened  with  stt^rile  normal 
saline  or  sterile  distilled  water  over  opening  if  re- 
quired « 

11.  Sigh  patient  2-3  times  after  suctioning  (Page  348A) . 

12.  Disconnect  catheter,  rinse  under  cold  water,  and 
place  with  other  equipment  to  be  returned  to  CSR« 
Discard  disposable  catheter  if  used. 
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TRACHEOTOMY  CARE  AND  CARE  OF  TRACHETOMY  TUBE  (Continued) 


PROCEDURE  FOR  SUCTION 

Explain  what  you  are  going  to  do  and  place  patient 
in  comfortable  position. 
Wash  hands. 

Turn  on  suction  machine. 

Put  on  sterile  glovies  for  handling  sterile  catheter. 
Attach  sterile  catheter  to  Y  connector  and  test  pa- 
tency of  t\a]i:>ing  by  drawing  sterile  water  through 
them. 

Insert  catheter  about  5  inches  into  cannula  with  Y 
t\abe  open. 

Close  Y  valve  with  thumb.  Remove  catheter  gently  and 
slowly  with  rotary  motion. 

Clear  catheter  and  tubing  by  drawing  water  through 
them# 

Repeat  steps  6  through  8  until  tubes  are  clear. 
Permit  patient  to  rest  in  between  insertions  of  cath- 
eter as  indicated  by  respiratory  rate  and/or  dif- 
ficulty. 

Turn  off  suction  machine. 

Disconnect  catheter,  rinse  under  cold  water,  and  place 
with  other  equipment  to  be  returned  to  CSR.  Discard 
disposable  cathether  if  used. 

Observe  amount  and  character  of  material  suctioned 
and  reaction  of  patient.     Record  on  Nursing  Notes 
(SF  510) 

POINTS  TO  EMPHASIZE 

1.  Never  leave  a  new  tracheotomy  patient  alone. 

2.  Cle^an  inner  cannula  and/or  suction  patient  at  any  sign 
of  respiratory  difficulty. 

3.  Use  surgical  asceptic  technique. 

4.  Have  sterile  dilator  or  heiriostat  at  bedside  unit  visi- 
ble at  all  times. 

5.  If  outer  cannula  is  exp:?lled,  use  t^ilator  or  hemostat 
to  spread  wound  open  so  patient  can  bree;the  while 
waiting  for  medical  officer  to  insert  new  tubes. 

6.  Notify  nurse,  medical  officer^  if  it  becomes  impos- 
sible to  remove  or  reinsert  inner  cannula. 

7.  Do  not  try  to  combine  peirts  of  two  different  tub^s  sets* 

8.  Keep  patient's  signal  cord  or  bell  and  pencil  and  pa- 
per within  his  reach  at  all  times. 

9.  Allow  patient  to  rest  and  breathe  between  suctioning. 
Never  keep  suction  catheter  within  tube  over  15  sec- 
onds. 

10.  Keep  obturator  matching  tracheotomy  tubes  visible  at 
bedside  unit. 


1. 

2. 

3. 
4. 
5. 


6. 

7. 

8. 

9. 
10. 


11. 
12. 


13. 
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TRACHEOTOMY  CARE  AND  CAKB  OF  TRACHEOTOMY  TUBE  (Continued) 


PO.NTS  TO  EMPHASIZE  (Continued) 

11.  Handle  silver  tracheotomy  tube  paurts  gently;  they 
are  very  soft  and  bend  oasily. 

12.  If  possible^  all  patients  with  artificial  airways 
in  place  should  have  a  ventilating  bag  witJi  the 
proper  adapter  to  fit  their  tracheostomy/endotra- 
cheal tube  at  the  bedside. 

CARE  OF  EQUIPMENT 

1.  Clean  and  return  used  tracheotomy  sets  to  CSR. 

2.  Clean  suction  apparatus. 

3.  Discard  disposable  items. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TRACHEOTOMY  SUCTION 


Turn  head  to  right  to  aspirate  left  bronchus. 


Enter  trachea  with  Y  valve  open*  Close  Y  valve  with  thumb.  A'ipirate. 
ReRiove  catheter  slowly  and  gently,  rotating  it  at  same  time. 
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PERIODIC  DEEP  LUNG  INFLATIONS  FOR  PATIENTS  WITH  AN 


ARTIFICAL  ..IRWAY 
(Sighing) 

PURPOSE 

To  provide  intermittent  thorough  inflation  of  all 
parts  of  the  lung  to  prevent  atelectasis. 

MANUAL  SIGHING  EQUIPMENT 

Ventilating  bari  and  Universal  adaptor 
Oxygen  source  iind  tubing 

PROCEDURE 

1»  Attach  oxygen  tubing  to  ventilating  bag. 

2.  Turn  on  oxygen  to  10-15  liters  per  minute*  * 

3.  Check  functioning  of  ventilating  bag  by  compres- 
sing bag  several  times. 

4.  Attach  ventilating  bag  to  patient's  tracheostomy 
or  endotracheal  tube. 

5.  Manually  compress  ventilating  bag  when  patient  in- 
hales and  release  pressure  abruptly.     Repeat  5-6 
times. 

6.  Remove  ventilating  bag  and  reconnect  patient  to  re- 
spirator or  source  of  humidity. 

POINTS  EMPHASIZE 


1.  If  patient  has  spontaneous  respirations,  coordinate 
deep  lung  inflation  with  patient's  inspiratory  phase. 

2.  Coordinate  deep  lung  inflations  with  suctioning  so 
that  patient  is  "sighed"  after  tracheal  suctioning. 

3.  Ventilating  bags  deliver  approximately  50%  oxygen. 
If  patient  requires  70  -  100%  oxygen,  do  not  give 
more  than  3-4  deep  lung  inflations  at  one  time. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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VENTILATOR  SIGHING 


PURPOSE 

To  provide  intermittent  thorough  inflation  of  all  parts 
of  the  lung  to  prevent  atelectasis. 

PROCEDURE 

1.  MA-1  and  Emerson  ventilators  mechanically  sigh  the  pa- 
tient according  to  settings  ordered  by  the  doctor, 

2.  Air  Shield  ventilator:     To  deliver  a  sigh,  increase 
INSPIRATORY  TIME  setting. 

3.  Bennet  PR-1  and  PR- 2  ventilators:     Remove  plastic  cap 
from  valve  lever.     Manually  depress  lever  to  deliver 
the  desired  tidal  volume* 

4.  Bird:  Manually  push  in  valve  lever  located  on  sensi-- 
tivity  control  £»ide  of  machine  until  desired  voliime 
is  delivered. 

POINTS  TO  EMPHASIZE 

1.  Ideal  volume  for  sighing  is  usually  1  1/2  =  2  times 
the  usual  tidal  volume. 

2.  A  sigh  should  not  exceed  three  liters  ol  volume  or 
60  cm  water  pressure  without  consulting  the  doctor. 

3.  The  most  important  guide  to  effective  sighing  is  an 
increase  in  the  excursion  of  the  patient's  chest. 

4.  When  sighing  a  pediatric  patientr  the  doctor  should 
be  present. 

ADDITIONAL  INPORJJATION  FOR  THIS  ACTIVITY 
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'    CHANGING  TRACHEOSTOMY  DRESSING 

PURPOSE 

To  prevent  infections  and  irritation  of  skin  around 
tracht^ostomy  stoma. 

EQUIPMENT  I 

Sterile  applicators 

Sterile  4x4  gauze  (pre  slit/  if  available) 

Sterile  scissors 

Sterile  gloves 

Sterile  water  (5  ampule) 

Hydrogen  peroxide 

Betadine  ointment,  or  as  prescribed  by  the  doctor 
Tracheostomy  tapes 

PROCEDURE 

1.  Wash  hands.  Take  equipment  to  benside. 

2.  Tell  patient  what  you  are  going  to  do* 

3.  Open  equipment,  maintaining  sterile  technique. 

4.  Carefully  remove  old  dressing.  Do  not  unti c 
tapes  holding  the  tubes  in  place . 

5.  Put  on  sterile  gloves. 

6.  Moisten  a  sterile  applicator  with  hydrogen  peroxide 
and  wash  area  around  stoma.  Discard  applicator. 

7.  Moisten  a  sterile  applicatcr  with  sterile  water 
end  wash  ^L-round  stoma.  Discard  applicator. 

8.  Dry  area  around  stoma  with  dry  sterile  applicator. 
Discard  applicator. 

9.  Apply  a  thin  film  of  ointment  if  prescribed  by 
doctor  with  a  dry  sterile  applicator. 

10.  Cut  a  slit  in  sterile  4x4  and  place  between  the 
tracheostomy  tube  collar  ai;""  the  skin. 

POINTS  TO  EMPHASIZE 

1.  Dressings  should  be  changes  wh^.n  they  become  satu- 
rated with  secretions  or  wound  drainage.     At  least 
every  three  hours  the  first  few  days  and  then  twice 
daily. 

2.  The  tracheostomy  tapes  hold  the  tracheoi^tomy  tube 
in  place.     If  it  becomes  necessary  to  change  them, 
the  tube  must  be  supported  and  held  it<  place  by  a 
second  person  during  the  procedure. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TRACHEOSTOMY  DRESSING 


TRACHEOSTOMY 
TUBE  TAPES 
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WATER-SEALED  CHEST  DRAINAGE 


PURPOSE 

To  remove  fluid  r  blood  or  air  that  accvunulate  in 
the  pleural  cavity • 

To  aid  in  the  re-expansion  of  the  lungs. 
EQUIPMENT 

Str?rile  water  sealed  bottles  and  rxibber  tubing 
Rubber  stoppers  -  one  2  holed,  one  3  holed 
Y  connector/  if  indicated 

Normal  saline  or  other  solutions  as  ordered 
Rubber  tubing  36  inches ,  with  connector 

Holder  for  bottles 

Two  large  clamps  (Kelly) 

Adhesive  tape 

Suction  apparatus 

PROCEDURE 

1.  Set  up  #1  bottle  with  2-holed  stopper: 

a.  Pour  solution  into  bottle  to  cover  tip  of 
long  tiobe. 

b»  Place  piece  of  tape  on  bottle  showing 'fluid  lev- 
el. 

c.  Insert  stopper  with  one  short  and  one  long  glass 
tube.  Tip  of  long  tube  must  be  below  fluid  lev- 
el. 

d.  Attach  36"  rtibber  tubing  to  end  of  long  glass 
tube  in  stopper.  Short  rtibber  tube  is  attached 
to  short  glass  tvibe  of  bottle  #1. 

2.  Set  up  #2  bottle  with  3  holed  stopper: 

a.  Fill  bottle  three  fourths  full  of  sterile  solu- 
tion. 

b.  Insert  stopper  with  two  short  glass  tiibes  above 
solution  and  one  long  glass  tube  in  solution. 

c.  Connect  one  short  tube  of  #2  bottle  to  short  tube 
of  #1  bottle  and  connect  second  short  tube  of 

*2  bottle  to  tubing  leading  to  suction  puit?).  SB- 
cure  all  connectors  with  narrow  strips  of  adhe- 
sive tape  to  keep  the  system  airtight « 

3.  Explain  procedure  to  patient.  Tell  him  what  you  are 
going  to  do  and  what  he  is  to  do. 

4.  Plac^  bottles  in  holder  on  floor  at  patient's  bedside. 
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WATER-SEALED  CHEST  DRAINAGE  (Continued) 


PROCEDURE 

5.  Assist  doctor  to: 

a.  Attach  tubing  from  bottle  #1  (collection  bottle) 
to  chest  drainage  tubeCs). 

b.  Connect  tubing  from  bottle  #2  (suction  control 
bottle)  to  suction  machine. 

c.  Turn  on  suction  machine  to  low  pressures. 

6.  Watch  for  rise  and  fall  of  fluT3  in  long  tubes.  If 
this  stops  -  notify  medical  officer  immediately.  Clamp 
chest  tubes. 

7.  Charting  -  include  description  and  amount  of  drain- 
age and  effect  on  patient  on  Nursing  Notes   (SF  510) . 

POINTS  TO  EMPHASIZE 

1.  Drainage  botfes  are  emptied  according  to  local  order. 
Before  emptyii*g,  clcunp  tubing  to  patient's  chest. 

2.  The  suction  control  bottle,  #2,  always  has  a  long  glass 
tube  with  one  end  in  the  water  and  the  other  end  open 
£ibove  the  water.     If  the  suction  is  functioning,  this 
glass  tube  will  periodically  empty.    When  the  water 

is  emptied  out  of  this  glass  tube,  it  causes  air  to  be 
drawn  into  the  bottle  from  the  outside  and  bubbles  can 
be  seen  in  the  water. 

3.  If  bottles  tip  over  or  if  tube  dislodges  -  clamp  tubing 
above  and  below  glass  connector  immediately. 

4.  Bottles  should  never  be  lifted  above  level  of  patient 
unless  tubes  are  clamped. 

5.  Tube  from  chest  must  always  be  under  water  (long  t'4be, 
bottle  #1). 

6.  Y  tube  may  be  substituted  for  straight  connector  when 
patient  has  more  than  one  chest  drainage  tube. 

CARE  OF  EQUIPMENT 

Clean  bottles  and  tubing  and  return  to  CSR. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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WATER-SEALED  CHEST  DRAINAGE 


Posterior/  tube  from^ 
which  bXcod  and  eer-^ 
oue  fluid  ie  drained* 


Rubber  tubing  to 
Suction 
Apparatus 


Anterior  tube 
for  escape  of 
air  from  the 
chest  cavity* 
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COLOSTOMY  IRRIGATION 

PURPOSE 


To  cleanse  the  Intestinal  ttact  and  promote  reqularity 
of  evacuation  for  a  patient  with  a  colostomy. 


EQUIPMENT 


Irrigating  can  with  rubber  tvibing  and  glass  connector 
or  disposable  enema  bag  #16  or  18  or  Fr«  catheter  or 
small  rectal  tube 

Warm  tap  water 

Protective  sheet  or  pads 

Water  solvible  lubricant 

Two  curved  basins 

Colostomy  dressing  set 

Toilet  paper  and  paper  towels 

Bedpan  and  cover 


PROCEDURE 


1.  Wash  hands. 

2.  Screen  patient,  tell  him  what  you  are  going  to  do. 

3.  Assemble  equipment.     Take  to  bedside. 

4.  Turn  patient  to  side  of  colostomy. 

5.  Place  protective  sheet  or  pads  under  patient. 

6.  Remove  dressing. 

7 .  Place  curved  basin  under  colostomy  opening  and  as 
close  to  the  patient  as  possible. 

8.  Fill  irrigating  can  with  solution  and  attach  to 
catheter. 

9.  Introduce  Ixibricated  catheter  about  four  inches  into 
colostomy.     Hold  tube  in  place. 

10.  Raise  irrigating  can  ten  inches  above  colostomy. 

11.  Allow  at  least  250  cc,  and  no  more  than  500  cc.  of 
solution  to  slowly  enter  the  colon then  clamp  the 
irrigating  tube. 

12 •  Remove  the  catheter  from  the  colostomy,  and  allow  the 
solution  and  feces  to  drain  into  the  curved  basin. 

13.  When  curved  basin  under  colostomy  is  almost  filled^^ 
remove  and  replace  it  with  another  curved  basin.  Enipty 
contents  into  covered  bedpan. 

14.  When  all  i^olution  has  drained  from  colostomy,  reinsert 
catheter  and  repeat  process  until  return  flow  is  free 
of  fecal  matter. 

15.  Clean  £trea  around  colostomy  opening  and  apply  colostomy 
dressing  or  bag. 
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COLOSTOMy  IRRIGATION  (Continued) 
PROCEPURE  CContinueai 

16.  Remove  equipment  to  utility  room  and  wash  hands. 

17.  Make  patient  comfortable.     Leave  unit  clean  and 
in  ord>r. 

18.  Record  time,  solution ,  character  of  return,  and 
effect  of  the  treatment  on  Nursing  Notes  (SF  510). 

POINTS  TO  EMPHASIZE 

1.  If  obstruction  is  encountered  as  the  catheter  is 
passed,  wait  a  few  seconds  and  again  attempt  to 
advance  the  catheter. 

2.  Do  not  force  the  catheter  against  resistence. 

3.  Teach  and  encourage  patient  to  carry  out  this 
procedure  when  permitted  by  the  medical  doctor. 

4.  Report  any  pain  or  discomfort  «>vj»erienced  by  patient 
during  irrigation. 

5.  Cleanse  skin  thoroughly  around  colostomy  and  apply 
a  protective  ointment. 

6.  Colostomy  dressing  should  be  changed  frequently  for 
the  patient's  comfort,  to  prevent  odor  and  to  prevent 
the  skin  from  breaking  down. 

7.  Procedure  may  take  as  long  as  one  hour.     Do  not  apply 
dressing  until  all  of  the  solution  is  drained  from 
the  colostomy. 

CARL-  OF  EQUIPMENT 

1.  Wash  equipment,  rinse  and  return  to  CSR. 

2.  Di/^icard  disposable  items. 

ADDITIONAL  INFORMATION  FOR  THI->  ACTIVITY 
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DIAGNOSTIC  TESTS  AND  PROCEDURES 


Laboratory  manuals  are  available  in  most  naval  medical  activities 
and  should  be  used  as  references. 

In  activities  where  local  manuals  are  not  available  or  in  cases 
where  tests  are  ordered  and  not  found  in  the  local  manual,  this 
procedure  manual  may  be  used  as  a  reference. 
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TECHNIQUE  OF  VENIPUNCTURE 


PURPOSE 


To  obtain  a  specimen  of  blood  for  laboratory  examina- 
tion. 


EQUIPMENT 


Tray  with: 
Tourniquet 

Sterile  syringe  -  size  as  needed 

Sterile  needles  -  20  -  21  gauge,  1  1/4"  length 

Alcohol  sponges 

Tube  for  blood  specimen 

Sterile  2x2  gauze  sponge 


PROCEDUPJ] 

1.  Wash  hands. 

2.  Assemble  equipment. 

3.  Explain  procedure  to  th^i  patient, 

4.  Apply  tourniquet  firmly  about  upper  arm. 

5.  Select  a  vein  in  arm  which  can  be  seen  and  easily 
palpated. 

6.  Cleanse  skin  with  alcohol  sponge. 

7.  Hold  patient ®s  arm  extended  with  little  or  no  flexion 
at  elbow. 

8.  Hold  syringe  firmly.     Enter  vein  with  bevel  of 
needle  uppermost. 

9.  Withdraw  blood  sample. 

10.  Release  tourniquet. 

11.  Place  dry  sponge  over  puncture  site.     Withdraw  needle. 
Apply  pressure. 

12.  liiject  blood  from  syringe  into  proper  blood  tube  for 
diagnostic  procedure. 

POINTS  TO  EMPHASIZE 

1.  If  needle  fails  to  enter  vein,  it  mc\y  be  withdrawn 
slightly.     Keep  point  well  under  thM  skin,  and  again 
direct  toward  vein. 

2.  Report  if  you  are  unsuccessful  in  obtaining  a  specimen 
or  entering  a  vein  after  2  attempts. 

Do  Not  Continue. 

3.  Blood  cannot  flow  into  arm  v^ind  fill  veins  if  the  tour- 
niquet has  been  applied  too  tightly. 

4.  A  blood  pressure  cuff  with  manometer  may  be  used  in 
place  of  a  tourniquet. 

5*  A  sterilized  syringe  and  needle  are  used  for  each  pa- 
tient. 
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TECHNIQUE  OF  VENIPUNCTURE  (Continued) 


POINTS  TO  EMPHASIZE  (Continued) 

6.  Identify  patient  before  taking  specimen  by  checking 
bed  tag,  identification  band,  and  asking  patient  his 
name. 

7.  To  prevent  hemolysis: 

a.  Use  dry  syringe  and  tube* 

b.  On  oxalated  blood,  agitate  gently  immediately 
after  introducing  into  bottle. 

8.  Label  each  specimen  container  with  patient'?  identi- 
fying data. 

9.  Allow  alcohol  to  dry  on  patient's  skin  prior  to  veni- 
puncture to  reduce  pain. 

CARE  OF  EQUIPMENT 

1.  Break  off  tips  of  needle  and  syringe. 

2.  Dispose  of  needle  and  syringe  according  to  local 
instructions. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TECHNIQUE  OF  VENIPUNCTURE  ^Continued) 


Enlargement  showing  needle 
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TECHNIQUE  OF  VENI PUNCTURE  WITH  VACUTAINER 


PURPOSE 

To  obtain  a  specimen  of  blood  for  laboratory  examina- 
tion. 

To  obtain  multiple  blood  specimens  from  one  venipuncture. 

EQUIPMENT 

Tray  with 
Tourniquet 
Vacutainer  holder 

Vacutainer  (according  to  test  (s)  required) 

Alcohol  sponges 

Two  way  vacutainer  needles 

Sterile  2x2  gauze  sponge 

PROCEDURE 

1.  Wash  hands. 

2.  Assemble  equipment. 

3.  Explain  procedure  to  the  patient. 

4.  Apply  tourniquet  firmly  about  the  upper  arm. 

5.  Select  a  vein  in  arm  which  can  be  easily  seen  and 
palpated. 

6.  Cleanse  skin  with  alcohol  sponge. 

7.  Hold  patient's  arm  extended  with  little  or  no  flexion 
at  elbow. 

8.  Hold  vacutainer  firmly.     Enter  vein  with  bevel  of 
needle  uppermost. 

9.  Push  proper  blood  container  firmly  into  opposite  needle 
end  for  proper  suction.  Withdraw  blood  sample  as  need- 
ed. 

a.  This  step  is  repeated  at  this  point  when  multiple 
specimens  are  required. 

10.  Release  tourniquet. 

11.  Place  dry  sponge  over  puncture  site.     Withdraw  needle. 
Apply  pressure  to  site  of  venipuncture. 

POINTS  TO  EMPHASIZE 

1.  If  needle  fails  to  enter  vein,  it  may  be  withdrawn 
slightly.     Keep  point  well  under  the  skin  and  again 
direct  toward  vein. 

2.  Report  if  you  are  unsuccessful  in  obtaining  a  speci- 
men or  entering  a  vein  after  two  attempts. 

Do  Not  Continue. 

3.  Blood  cannot  flow  into  arms  and  fill  veins  if  the 
tourniquet  has  been  applied  too  tightly. 

4.  A  blood  pressure  cuff  with  manometer  may  be  used  in 
place  of  a  tourniquet. 

5.  A  sterile  vacutainer  needle  is  used  for  each  patient. 

6.  Allow  alcohol  to  dry  on  skin  prior  to  venipuncture 
to  reduce  pain. 
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TECHNIQUE  OF  VENIPUNCTURE  WTTH  VACUTAINER  (Continued) 


CARE  OF  EQUIPMENT 

1.  Break  off  tip  of  needle. 

2.  Dispose  of  needle  according  to  local  instruction. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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VACUTAINER 


aCP 


B 


GUIDE  LSNE 


PARTS 


A.  EVACUATED  GLASS  TUBE  WITH  RUBBER 
STOPPER 

B.  DOUBLE  POINTED  NEEDLE 

C.  PLASTIC  HOLDER 


3 


TO  ASSEMBLE  VACUTAINER 

1.  THREAD  NEEDLE  INTO  HOLDER 

2.  PLACE  TUBE  IN  HOLDER  WITH  NEEDLE 
TOUCHING  STOPPER 

3.  PUSH  TUBE  FORWARD  UNTIL  TOP  OF 
STOPPER  MEETS  GUIDE  LINE 
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COLLECTION  OF  ^^PECIMENS 
^5£C^^  CULTl^lE 

(Using  Vacutalner  Bottle) 

PURPOSE 

To  detect  tJie  presence  of  organisms  In  the  blood. 
EQUIPMENT 

Blood  collecting  unit  especially  designated  to  go 

with  Vacutainer  Culture  Bottle 
Two  Vacutainer  Culture  Bottles 
2x2  sponges,  sterile 
.  Hetnostat 

Skin  preparation  solution  a^.  prescribed 
Bacteriology  form  for  aerobic  and  anaerobic 
specimens 

PROCEDURE 

1.  Wash  hands* 

2.  Explain  procedure  to  patient « 

3.  Prep  site  with  solution  prescribed  by  local  policy. 

4.  Assemble  vacutainer  as  directed. 

5.  Be  sure  tubing  from  vacutainer  to  needle  is  claunped. 

6.  Execute  venipuncture. 

7.  Remove  or  have  assistant  remove  cap  from  blood  cul- 
ture bottle  (outer  cap  only) . 

8.  Remove  cap  from  short  needle. 

9.  Insert  needle  into  blood  culture  bottle  for  anaerobic 

spfeicinvsn. 

10.  IjO^^^x  bottle  below  level  of  patient,  release  clamp 
and  allow  5  cc.  of  blood  to  enter  blood  culture  bot- 
tle. 

11.  Claxip  tubing,  have  assistant  insert  needle  into  sec- 
ond blood  culture  bottle.  Release  clamp  and  allow 

5  cc.  of  blood  to  drain  into  secrond  bottle. 

12.  Release  tourniquet. 

13.  Plf^ce  dty  sponge  over  puncture  sitra« 

14.  Remo^^^  noedle  from  arm,  let  air  ir^to  bottle  for  aer- 
obic specimen. 

15.  Submit  specimens  with  properly  labelled  chits  to  bacte 
riology  laboratory  immediately. 

PO -NTS  TO  EMPHASIZE 

1.  Contauoination  of  the  blood  from  skin,  apparatus,  con- 
tainer of  air  will  render  this  test  Ineffective. 

2.  Tourniquet  must  be  tight  enough  to  obstruct  venous 
flow  but  not  cause  discoloration  of  extremity. 

3.  If  patient  is  oh  antibiotic  therapy,  drugs  must  be 
listed  on  bacteriology  chit« 
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COLLECTION  OF  SPECIMENS  (Continued) 
BLOOD  CULTURE 

(Using  Vacutalner  Bottle) 

CARE  OF  EQUIPMENT 

1*  Replace  equipment* 

2.  Break  off  tip  of  needle. 

3#  Discard  disposable  needle  and  ttibing  according 
to  local  instructions, 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS 
BLOOD 

BROMSULPHALEIN  TEST 

PURPOSE 

To  determine  liver  function. 
EQUIPMENT 

BSP  dye 

Two  sterile  syringer^;  10  cc.  and  18  gauge  needles 
Tourniquet 

One  sterile  test  tube  without  anticoagulant 
SF  546 r  Blood  Chemistry 

PROCEDURE 

1.  Explain  proce  ure.    Tell  patient  what  he  is  to  do. 

2.  Instruct  patieiiit  to: 

a.  Take  nothing  by  mouth  after  2400  hours. 

b.  Delay  breakfast  until  after  the  test* 

3.  Weigh  patient  at  0600  and  divide  weight  by  2.2  to 
determine  the  patient's  weight  in  kilograms.  The 
amount  of  dye  to  be  injected  by  the  medical  officer 
is  calculated  on  the  basis  of  the  patient *s  weight 
in  kilograms.    (5  mg.  of  dye  per  kilogram  of  body 
weight. ) 

4.  Have  dye  ready  for  medic&\l  officer.    Record  time 
given  on  SF  546  and  record  procedure  on  Nursing 
Notes  (SF  510) . 

5»  Draw  blood  scui^le  from  opposite  arm  of  injection 
45  minutes  following  injection  of  dye. 

POINTS  TO  EMPHASIZE 

1.  Use  separate  syringe  and  needle  for  injection 
and  ta^^cing  blood  S£unples. 

2.  Amount  of  dye  injected  is  determined  by  patient's 
weight  in  kilograms.  The  dosage  is  verified  by  the 
medical  officer  injecting  the  dye. 

CARE  OF  EQUIPMENT 

1.  Break  tips  o£  needles  and  syringes* 

2.  Discard  dispos^'hle  needle  and  tubing  according  to 
local  instructions « 
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COLLECTION  OF  SPECIMENS  (Continued ) 

 SE66b   

BROMSUEFHSI^IN  TEST 


ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OP  SPECIMENS 
GLUCOSE  TOLERANCE  TEST 

PURP0S3E 

To  assist  in  detection  and  diagnosis  of  diabetes  mel- 
lltus  or  other  liver  disturbances. 

EQUIPMENT 

NPO  sign 

Tray  containing s 

Five  sterile  10  cc.  syringes 

Five  sterile  20  or  21  gauge,  1  1/4"  length  needles 

Tourniquet 

Alcohol  sponges 

Glucose  preparation  as  ordered 
Five  (oxalate)  gray  top  tulles  with  labels 
Five  urine  specimen  bottles  with  labels 
Rubber  bands 

Standard  Form  550,  Urinalysis 
Stamdard  Form  546,  Blood  Chemistry 

PROCEDUias 

1*  Explain  procedure «  Tell  patient  what  he  is  to  do* 
2.  Patient  is  to  have  nothing  by  mouth  after  1900  the 

day  preceding  test* 
3*  A  fasting  blood  specimen  is  drawn  and  a  urine  sample 

is  collected  for  a  control  specimen  upon  arising. 

Label  Specimen  #1, 

4.  Patient  drinks  a  glucose  and  water  diet  containing 
1  gram  of  glucose  per  kilogram  of  body  weight* 

5.  Collect  urine  specimens  and  5  cc«  blood  specimens 
after  ingestion  of  glucose,  as  follows: 

a*  Specimen  #2  -  one  half  hour  interval, 
b.  Specimen  #3  «-  one  hour  interval* 
c*  Specimen  #4  -  two  hours  interval* 
d^  Specimen  #5  -three  hours  interval* 
6*  Hold  all  urine  and  blood  specimens  until  test  is 
completed*    Send  to  laboratory  mairked  with  appropri- 
ate fo3:ms* 

7*  Record  procedure  on  the  Nursing  Notes  (SF  510)* 

POINTS  TO  EMPHASIZE 

1*  Label  specimen  bottle  and  tubes  in  advance  with  pa- 
tient's identification  and  speclmitn  number*  Record 
time  specimei!i  is  obtaine<3  on  appropriate  label* 
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COLLECTION  OF  SPECIMENS  (Continued) 

BLOOD  AND  URINE 
GLUCOSE  TOLERANCE  TEST  (Continued) 

POINTS  TO  EMPHASIZE  (Continued) 

2,  Patient  may  drinJ-  water  after  the  one-hour  specimen 
has  been  collected. 

3,  Airfbulatory  patients  may  go  to  the  laboratory  for 
entire  test, 

CARE  OF  EQUIPMENT 

1.  Break  off  tips  of  needle  and  syringes. 

2.  Discard  needles  and  syringes  (According  to  local 
instruction , 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  gPECIMENS 
URINE 

Single  Clean  Specimen 
PURPOSE 

To  obtain  a  specimen  of  urine  for  routine  and 
jTiiscroscopic  examination 

EQUIPMENT 

Clean  urinal  or  bedpan 

Urine  specimen  bottle  with  cap 

Rubber  band 

Standard  Form  550 ,  Urinalysis 
PROCEDURE 

1.  Tell  patient  what  he  is  to  do. 

2.  Have  patient  void  into  clean  bedpan  or  urinal. 

3.  Pour  sample  (120-155  cc.)  into  specimen  bottle.  Cap. 

4.  Wrap  requesvt  around  bottle.  Hold  in  place  with  rub- 
ber band. 

5.  Send  specimen  to  laboratory  with  SP  550. 
(         Single  Sterile  Specimen 

PURPOSE 

To  obtain  specimen  >f  urine  for  bacteriological  and 
other  examinations. 

EQUIPMENT 

Catheterization  tray 
Sterile  gloves 
Sterile  specimen  bottle 
Rubber  band 

Standard  Form  550-  Urinalysis 
PROCEDURE 

1.  Catheterize  patient. 

2.  Collect  urine  directly  from  catheter  into  sterile 
bottle.     Cover  with  sterile  gauze  or  sterile  cap. 

3.  Wrap  request  around  bottle.     Hold  in  place  with 
rubber  band. 

4.  Send  specimen  to  laboratory. 
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COLLECTION  OF  SPECIMENS  (Continued) 


MIDSTREAM  OR  CLEAN-CATCH  URINE 
PURPOSE 

To  obtain  a  clean  specimen  of  urine  for  laboratory 
analysis . 

EQUIPMENT 

Sterile  urine  bottle  and  cap 
4x4  gauze  sponges,  sterile 
Disinfectant  as  ordered  by  local  coimnand 

PROCEDURE  (MALE) 

1.  Instruct  patient  to: 

a.  Wash  penis  using  4  x  4s  and  disinfectant  ordered. 

(Cleanse  well  around  foreskin  and  meatus.) 
b>  Void  small  amount  of  urine  into  toilet  and  then 

void  directly  into  sterile  bottle. 

2.  Place  sterile  cap  on  bottle. 

3.  Wrap  request  around  bottle  and  secure  with  rubber 
band. 

4.  Send  specimen  to  laboratory. 
PROCEDURE  (FEMALE) 

1.  Instruct  patient  to: 

a.  Wash  genitalia  using  4  x  4s  and  disinfectant. 

b.  During  voiding  hold  labia  apart. 

c.  Void  small  amount  of  urine  into  toilet  and  then 
void  directly  into  sterile  bottle. 

2.  Place  sterile  cap  on  bottle. 

3.  Wrap  request  around  bottle  and  secure  with  rubber 
band. 

4.  Send  specimen  to  laboratory. 
POINTS  TO  EMPHASIZE 

1.  Discard  4  x  4s  into  waste  receptacle. 

2.  Thorough  cleansing  of  external  genitalia  is  es>sential. 

3.  Patient  must  void  first  portion  of  specimen  into  toilet. 

4.  Urine  specimens  should  be  sent  to  the  laboratory  as 
soon  as  possible  because  urinary  sediments  are  greatly 
altered  by  time. 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

ADDITIONA'a  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

24  "  HOUR  COLLECTION  —  QUANTITATIVE  SPECIMEN 
PURPOSE 

To  obtain  all  urine  produced  by  the  kidney  over  a 
24-hour  period  of  time  for  the  purpose  of  studying 
kidney  function. 

EQUIPMENT 

Urinal  or  bedpan 

Large  container  and  cover 

Shipping  tag 

Standard  Form  550 ^  Urinalysis 
PROCEDURE 

1.  Label  bottle  -  include  patient's  neune,  rate,  date, 
ward,  type  of  specimen. 

2.  Explain  procedure.  Tell  patient  what  he  is  to  do. 

3.  Ask  patient  to  void  at  0600.     Discard  specimen. 

4.  Collect  all  urine  voided  for  24  hour     in  bottle. 

5.  Ask  patient  to  void  at  0600  f ollowi? y  morning.  Add 
to  bottle.    If  unable  to  void,  obta:-n  order  for 
caicheterization. 

6.  Send  entire  specimen  to  laboratory  with  SF  550* 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

REAGENT  TEST  FOR  SUGAR 


PURPOSE 


To  determine  the  amount  of  sugar,  if  any,  contained  in 
the  patient's  urine. 


CLINITEST 


EQUIPMENT 


ERIC 


Clinitest  Reagent  T€dDlet 
Bedpan  or  urinal 
Test  tube  and  holder 
Medicine  dropper 
Clinitest  Color  Chart 

PROCEDURE 

1.  Ask  patient  to  void. 

2.  Place  5  drops  of  urine  in  clean  test  tube  with 
medicine  dropper.  Rinse  dropper. 

3.  Add  10  drops  of  water  to  test  tube. 

4.  Place  test  tube  in  holder  as  chemical  reaction 
causes  heat. 

5.  Drop  in  one  Clinitest  Tablet.  Watch  solution  boil. 

6.  Wait  15  seconds  after  boiling  stops.  Gently  shake 
tube. 

7.  Hold  test  tube  next  to  color  chart  and  compare: 

a.  All  shades  of  blue  Negative  for  sugar 

b.  Green  1  plus  for  sugar 

c.  Olive  tan  2  plus  for  sugar 

d.  Orange  3  plus  for  sugar 

e.  Brown  4  plus  for  sugar 

8.  Record  result  of  test  on  Nursing  Notes  (SF  510) 
and/or  Diabetic  Flow  sheet. 

POINTS  TO  EMPHASIZE 

1.  Clinitest  Color  Chart  must  be  used  with  Clinitest 
Tablets. 

2.  Do  not  touch  Clinitest  Tablets  with  fingers ^  for 
moisture  initiates  a  chemical  reaction  producing 
heat* 

3.  Keep  cap  of  bottle  of  Clinitest  Tablets  tightly 
closed  to  prevent  decondensation. 

4.  A  double  voided  may  be  ordered.  This  refers  to  a 
specimen  obtained  30  minutes  after  the  patient  em- 
ties  his  bladder. 
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COLLECTION  OF  SPECIMENS  (Continued) 


URINE 

REAGENT  TEST  FOR  SUC^JVR  (Continued) 


CLINISTIX 

EQUIPMI^NT 

fiedpan  or  urinal 
Clinistix 

Clinistix  Color  Chart 
PROCEDURE 

1.  Ask  patient  to  void. 

2.  Dip  test  end  of  strip  into  urine  and  remove. 

3.  Wait  exactly  one  minute. 

4.  Compare  both  sides  of  strip  with  Clinistix  Color 
Chart : 

a-  No  blue  color  -  negative  for  sugar 

b.  Light;  blue        -  1  plus  for  sugar 

c.  Medium  blue      -  2  plus  for  sugar 

d.  Dark  blue  -  3  plus  for  sugar 

5.  Record  results  of  test  on  Nursing  Notes   (SF  510) 
and/or  Diabetic  Flow  Sheet. 

TES-TAPE 

EQUIPMENT 

Bedpan  or  urinal 
Tes-Tape 

Tes-Tape  Color  chart 
PROCEDURE 

1.  Ask  patient  to  void. 

2.  Cut  one  and  one-half  inch  (1  1/2)  strip  from 
Tes-Tape  roll. 

3.  Dip  Tes-Tape  strip  in  urine  and  remove. 

4 .  Wait  exactly  one  minute . 

5.  Compare  witn  Tes-Tape  Color  Chart  on  side  of 
container. 

a.  Yellow  -  negative 

b.  Light  green      -  1  plus  for  sugar 

c.  Olive  green      -  2  plus  for  sugar 

d.  Medium  green    -  3  plus  for  sugar 

e.  Dark  green        -  4  plus  for  sugar 

6.  Record  result  of  test  on  Nursing  Notes   (SF  510) 
and/or  Diabetic  Plow  Sheet. 
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COLLECTION  OF  SPECIMENS  (Contiuued) 
URINE 

REAGENT  TEST  FOR  SUGAR  (Continued) 
POINTS  TO  EMPHASIZE 

Special  color  chart  for  each  reagent  must  be  used. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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COLLECTION  OF  SPECIMENS  (Continued) 


URTNE 

REAGENT  TEST  FOR  ACETONE 


ACETEST 

PURPOSE 


To  determine  the  amount,  if  any,  of  acetone  contained 
in  the  urine. 


EQUIPMENT 


Bedpan  or  urinal 
Medicine  dropper 
Acetest  Reagent  Powder 
Filter  paper  or  paper  towel 
Color  Chart 


PROCEDURE 

1.  Ask  patient  to  void.  Discard  specimen. 

2.  Ask  patient  to  void  one-half  hour  later.  Save 
specimen  for  test. 

3.  Place  small  amount  of  Acetest  Powder  on  filter 
paper  or  on  paper  towel.   (One  Acetest  Tablet 
may  be  used. 

4.  Place  one  or  two  drops  of  urine  on  Acetest  Powder/ 
Tablet.  WaJ  :  30  s^econds. 

5.  No  change  in  color  indicates  a  negative  result; 
lavender  or  deep  purple  indicates  a  positive  tost. 

6.  Record  result  of  test  on  Nursing  Notes  (SF  'SiO) 
and/or  Diabetic  Flow  Sheet. 

CARE  OF  EQUIPMENT 

Discard  specimen;  clean  fc*nd  return  equipment  to 
proper  place. 

;a)DITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 
UROBILINOGEN 

PURPOSE 

To  determine  the  amount  of  bile  (if  any)  in  the  urine. 

EQUIPMENT 

Urine  specimen  bottle  and  cap 
Standard  Form,  550  Urinalysis 

PROCEDURE 

1.  Tell  patient  what  he  is  to  do. 

2.  Have  patient  void  at  specified  time.  Discard 
specimen. 

3.  Instruct  patient  to  drink  a  glass  of  water. 

4.  Collect  specimen  two  hours  later. 

5.  Send  to  laboratory  immediately  with  SF  550. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


COLLECTION  OF  SPECIMENS  (Continued) 


URINE 

ADDIS  SEDIMENT  COUNT 

PURPOSE 

To  calculate  the  total  urinary  sediment  in  a  twelve 
hour  specimen. 

EQUIPMENT 

Wide-mouth  bottle  from  laboratory 
Standard  Form  550^  Urinalysis 

PROCEDURE 

1.  Explain  procedure.     Tell  patient  what  he  is  to  do. 

2.  Patient  may  have  usual  breakfast. 

3.  Withhold  fluids  in  any  form  for  next  24  hours.  May 
have  diet  except  fluids  and  fruit. 

4.  Ask  patient  to  void  at  2000  hours.  Discard  specimen. 
Record  time  bladder  was  emptied  on  laboratory  chit. 
Ask  patient  not  to  void  for  next  12  hours.     If  he 
must  void  during  this  period,  urine  must  be  saved. 

5.  Ask  patient  to  void  into  container  at  0800  the  next 
morning  and  record  on  the  label  the  exact  time  of 
voiding. 

6.  Cover  container  and  send  specimen  to  laboratory  with 
request,  specifying  name  of  test  and  exact  time  of 
collection. 

POINTS  TO  EMPHASIZE 

1.  The  time  interval  is  important. 

2.  A  12  hour  night  specimen  is  the  requirement. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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_  COLLECTION  OF  SPECIMENS  (Continued) 

URINE 

FISHBERG  CONCENTRATION  TEST 

PURPOSE 

To  determine  the  specific  gravity  of  urine. 
EQUIPMENT 

Three  urine  specimen  bottles  with  labels 
Standard  Form  548^  Renal  Function 

PROCEDURE 

1.  Explain  procedure.     Tell  patient  what  he  is  to  do. 

2.  On  day  before  test: 

a.  Patient  may  have  usual  lunch.  Dry  evening  meal. 

b.  Withhold  all  fluids  for  17  hours  prior  to  coir, 
lecting  the  first  specimen. 

c.  Nothing  by  mouth  after  2400  hours. 

d*  Have  patient  void  before  retiring.  This  specimen 
and  any  urine  voided  during  night  is  discarded. 

3.  Collect  specimen  #1  at.  0500,  while  patient  is  in  bed. 
Record  time  of  voiding  on  specimen  label. 

4.  Collect  specimen  #2  at  0600  while  patient  is  in  bed. 
Record  time  of  voiding  on  label. 

5.  Ask  patient  to  get  out  of  bed  and  move  about  ward  for 
one  hour. 

6.  Collect  specimen  #3  at  0700.     Record  time  of  voiding 
on  label. 

7.  Send  specimens  to  laboratory  with  SF  548. 

8.  Serve  patient  breakfast. 

POINTS  TO  EMPHASIZE 

Patient  remains  in  bed  until  aft^r  Specimen  #2  is  col- 
lected. 

* 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

24  HOUR  URINE  FOR  VANLMANDELU  ACID  (Continued) 
PURPOSE 

A  screening  test  to  assist  the  doctor  in  the  diagnosis 
of  Pheochromorytoma .     The  major  symptom  of  this  disease 
is  hypertension. 

EQUIPMENT 

24  hour  urine  container  with  acidic  preservative. 

(Obtain  container  from  laboratory) 
Standard  Form  548,  CHEM  III  (Urine) 

PROCEDURE 

1.  Explain  procedure.  Tell  patient  when  and  what  he 
is  to  do. 

2.  All  medications  are  withheld  for  48  hours  before 
beginning  the  urine  collection  and  during  the  col- 
lection period. 

3.  VMA  diet  48  hours  prior  to  and  during  collection  of 
urine.     This  is  a  Regular  Diet  which  excludes  the 
following:     NO  coffee ,  tea,  chocolate,  bananas, 
avocados,  nuts,  vanilla,  or  citrus  fruits. 

4.  Have  patient  void  on  morning  of  test  before  break- 
fast. Discard  this  specimen,  itecord  time  of  voiding. 

5.  All  urine  during  the  next  24  hours  is  collected  in 
special  container  witji  preservative. 

6.  During  the  collection  period  the  bottle  containing 
the  urine  must  be  protected  from  sunlicrht. 

7.  At  the  end  of  the  collection  period  the  entire  24 
hour  specimen  is  sent  to  the  laboratory  properly 
labeled. 

POINTS  TO  EMPHASIZE 

1.  Invalid  test  results  will  be  obtained  if  dietary  and 
medication  restrictions  are  not  followed. 

2.  Care  should  be  taken  to  avoid  contact  of  preservative 
solution  with  skin  since  it  is  an  acido 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

24  HOUR  UKINE  FOR  VARI3ro3ELU  ACID  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
URINE 

PHENOLSULFONPHTHALEIN  EXCRETION  TEST 
PSP  TEST 

PURPOSE 

To  determine  kidney  function, 
EQUIPMENT 

Sterile  tuberculin  syringe 

Sterile  20  or  21  gauge,  1  1/4"  length  needle 
Alcohol  sponges 

Ampule  of  Phenolsulfonphthalein  Dye   (6  mg.) 
Tourniquet 

Four  labeled  urine  specimen  bottles  and  caps 
Standard  Form  548,  Renal  Function 

PROCEDURE 

1.  Tell  patient  what  he  is  to  do. 

2.  Give  patient  two  glasses  of  water  one  hour  before 
test.  Instruct  him  not  to  void.  ^ 

3.  Draw  up  one  cc.  of  PSP  dye  into  tviberculin  syringe. 

4.  Note  exact  time  the  medical  officer  injects-  dye 
intravenously. 

5.  Exactly  15  minutes  after  dye  has  been  injected,  have 
patient  void  completely  emptying  his  bladder.  Save 
entire  .amount.     Label  15  minute  specimen. 

6.  Have  patient  void  in  30/  60  and  120  minutes  after  dye 
injection.  Save  all  urine  voided  each  timf:.     Label  30 
minute,  60  minute,  120  minute  specimens  with  exact 
time  of  voiding.     Patient  may  have  one  glass  of  water 
after  the  60  minute  specimen  is  collected,  if  neces-. 
sary. 

7.  Send  specimens  and  request  to  laboratory. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
SPUTUM 

PURPOSE 

To  collect  a  specimen  of  sputum  for  laboratory  anal- 
ysis. 

To  deteinnine  causative  organisms  in  respiratory  dis-- 
eases. 

EQUIPMENT 

Sputum  jar  with  cover 
Rubber  band 

Standard  Form  554,  Bacteriology 
PROCEDURE 

Single  Specimen 

1.  Administer  oral  hyc  ene  or  instruct  patient  to  do 
so. 

2.  Instruct  patient  \  :>  cough  deeply  and  to  expectorate 
directly  into  jar. 

3.  Label  specimen  jar  with  patient's  name  and  ward^ 

4.  Attach  request  to  covered  jar  with  rvibber  band. 

5.  Send  specimen  to  laboratory. 

24  Hour  Specimen 

T\  Inp^ruct  patieiit  as  to  what  he  is  to. do: 

a.  Expectorate  all  sputum  directly  into  jar 
each  time  he  coughs  deeply. 

b.  Cover  jar  each  time  he  expectorates. 

2.  Start  and  stop  colleiction  of  sputvim  c:t  a  definite 
time  -  0600  -  0600  hours. 

3.  Send  properly  labeled  specimen  to  laboratory  with 
request  chit  upon  completion  of  tef;t. 

POINTS  TO  EMPHASIZE 

>;      1.  Instruct  patient: 

a.  Not  to  expectorate  saliva  into  jar. 

b.  To  keep  jar  covered. 

2.  Indicate  on  SF  554  examination  desired  and  sxibmit 
request  in  duplicate  if  smear  and  culture  is  re- 
quested., 

3.  All  24-hour  collections  should  begin  and  end  at  a 
definite  time  and  the  bottle  or  cover  should  be  so 
marked • 
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COLLECTION  OF  SPECIMENS  (Continued) 
SPUTUM 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


ERIC 
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COLLECTION  OF  SPECIMENS  (Continued) 
GASTRIC  ANALYSIS 

SINGLE  FASTING  SPECIMEN 

PURPOSE 

To  remove  gastric  secretions  for  diagnostic  studies. 

EQDIPMENT 

Levin  tube,  rubber/plastic 

Basin  cracked  ice  (omit  for  plastic  tube) 

Water  soluble  lubricant 

Protective  sheet  or  pad 

Clean  test  tubes  or  glass  specimen  jars 

20  or  30  cc.  syringe 

Curved  basin 

Rubber  band 

Standard  Form  547,  Gastric  Analysic 
Nothing  by  Mouth  (NPO)  sign 

PROCEDURE 

1.  Explain  procedure.     Tell  patient  what  he  is  to  do. 

2.  Nothing  by  mouth  after  2400  hours. 

3.  Place  patient  in  sitting  position  to  facilitate  pass- 
ing of  tube. 

4.  Lubricate  tip  of  tube  with  small  amount  of  water  or 
water  soluble  lubricant.  Pass  tube  gently  into  pa- 
tient's nostril  and  into  nasopharynx. 

5.  Allow  patient  small  piece  of  ice  to  suck  on  if  he 
wishes.    Tell  patient  to  swallow  while  tube  is 
being  passed  into  stomach. 

6.  Observe  patient's  breathing  and  voice  to  tell  whether 
tube  is  passing  into  the  correct  canal.     If  breathing 
or  speaking  becomes  difficult,  withdraw  tube  immedi- 
ately. 

7.  When  tube  is  in  the  stomach,  withdraw  specimen  with 
syringe.  Place  specimen  in  tube  or  jar  and  label  "Fast- 
ing". 

8.  The  medical  officer  may  inject  alcohol  or  histamine 
through  the  tube  into  the  stomach  after  the  fasting 
specimen  is  withdrawn. 

9.  Continue  to  collect  specimens  every  15  minutes  for 
one  and  one-half  hours  after  the  initial  fasting 
specimen. 

10.  Remove  Levin  tube.     Make  patient  comfortable. 

11.  Label  each  test  tube  or  specimen  jar  with  name  of  pa- 
tient and  time  collected.     Send  specimen  to  labora- 
tory with  request. 

12.  Patient  may  have  his  breakfast  upon  completion  of  test. 
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COLLECTION  OF  SPECII'lENS  (Continued) 
GASTRIC  ANALYSIS" 

SINGLE  FASTING  SPECIMEN  (Continued) 

POINTS  TO  EMPHASIZE 

Do  not  use  mineral  oil  to  lubercate  tip  of  Levin  tube. 
CARE  OF  EQUIPMENT 

1.  Wash  tube  and  syringe  and  return  V:o  CSR. 

2.  If  plastic  Levin  tube  is  used,  difjcard  it. 

ADDITIONAL  Jj^ORMATION  FOR.  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 


FECES 

PURPOSE 

To  obtain  a  sample  of  feces  for  diagnostic  study. 
EQUIPMENT 

Clean  bedpan 

Screw  capped  specimen  jar 
Two  tongue  blades 
Rubber  band 

Standard  Form  552,  Feces 
PROCEDURE  WHEN  TESTING  FOR  OVA  AND  PARASITES 

1.  Collect  specimen  in  clean  bedpan, 

2.  Take  bedpan  to  utility  room. 

3.  Remove  approximately  one  ounce  of  feces  from  pan 
with  tongue  blades.  Place  in  jar.  Cover. 

4.  Attach  request  to  jar  and  secure  vyith  rubber  band, 

5.  Send  specimen  to  laboratory  immediately  with  SF  552. 

PROCEDURE  WHEN  EXAMINING  FOR  OCCULT  BLOOD 

1.  Patient  is  placed  on  a  meat-free  diet  two  days  before 
specimen  is  collected. 

2.  Collection  procedure  is  same  as  above. 

PROCEDURE  OCCULT  BLOOD  -  ALTERNATE 

1.  Obtain  stock  MF  {merthiolate  formaldehyde)  tube  from 
laboratory. 

2.  Place  fecal  sample  (about  size  of  a  pea)  in  tube. 

3.  Insert  stopper  in  tube.  Send  to  laboratory  with  SF 
552  in  duplicate. 

PROCEDURE  WHEN  EXAMINING  FOR  AMOEBA 

1.  Remove  feces  from  pan  with  tongue  blades.  Place  in 
jar  and  cover. 

2.  Send  warm  specimen  with  request  to  laboratory 
immediately.     If  unable  to  send  specimen  immediately, 
place  jar  in  basin  of  warm  water. 

3.  Record  on  SF  552  the  time  the  specimen  was  passed. 

POINTS  TO  EMPHASIZE 

Specimen  to  be  examined  for  amoeba  must  be  kept  warm 
and  sent  to  laboratory  immediately. 
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COLLECTION  OF  SPECIMENS  (Continued) 


FECES 


CARE  OF  EQUIPMENT 

1.  Discard  tongue  blades  in  paper  container  for 
burning  in  incinerator. 

2.  Clean  and  sanitize  bedpan. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 


GUIAC  TEST 

PURPOSE 

To  test  stool  specimen  for  blood. 
EQUIPMENT 

Three  bottles  with  droppers  containing: 

(1)  Acetic  acid  solution  10% 

(2)  Saturated  solution  of  guiac 

(3)  Hydrogen  peroxide  3% 
Clean  glass  slide 
Application  stick 

Watch  with  second  hand 

PROCEDURE 

1.  Place  two  drops  of  each  solution  on  glass  &3.ide. 
Do  not  mix  solutions. 

2.  With  applicator  stick  place  small  amount  of  feces 
on  glass  slide  and  mix  with  solutions. 

3.  Read  results  within  30  seconds. 

4.  A  blue^green  color  is  reported  as  positive;  other- 
wise, the  report  is  negative • 

5.  Record  results  on  Nursing  Notes  (SF  510)  and/or 
flow  sheet. 

POINTS  TO  EMPHASIZE 

1.  Solutions  must  be  fresh. 

2.  Do  not  mix  solutions  until  after  fecea  has  been 
added. 

CARE  OF  EQUIPMENT 

1.  Discard  applicator  and  slide. 

2.  Replace  equipment. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
RECTAL  SvVAB 

PURPOSE 

To  obtain  specimen  for  detection  of  worms ♦ 
EQUIPMENT 

Rectal  swab  in  broth  obtained  from  laboratory 
PROCEDURE 

1.  Explain  procedure  to  patient  if  old  enough  to 
comprehend, 

2.  Moisten  applicator  with  warm  broth  and  insert 
into  anus.     Rotate  to  obtain  specimen  from  rectal 
wall  • 

3.  Place  applicator  in  test  tube  and  take  to  labora- 
tory with  cc-.pleted  SF  554  immediately. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
DISCHARGES  FROM  WOUNDS  OR  CAVITIES 
SMEAR 

PURPOSE 

To  obtain  a  sample  of  wound  discharges  for  laboratory 
examination. 

EQUIPMENT 

Sterile  slides 

Sterile  applicators 

Rubber  bands  -  2 

Standaid  Fonr»  554,  Bacteriology 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  Jo. 

2.  Open  package  of  slides,  taking  care  not  to  con- 
taminate them. 

3.  Take  sample  of  discharge  from  wound  using  a  sterile 
applicator. 

4.  Spread  discharge  lightly  in  center  of  slide. 

5.  Repeat  for  second  slide.  Discard  applicators  in 
paper  bag  for  disposition  in  incinerator. 

6.  Place  slides  together  so  that  specimens  on  each 
slide  are  in  contact. 

7.  Put  rubber  bands  around  both  slides,  thus  fastening 
them. 

8.  Take  to  laboratory  immediately  with  request  form. 
POIKTS  TO  EMPHASIZE 

Indicate  on  SF  554  the  examination  desired. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLLECTION  OF  SPECIMENS  (Continued) 
DISCHARGES  FORM  WOUNDS  OR  CAVITIES 
CULTURE 

PURPOSE 

To'  collect  specimen  for  laboratory  analysis.  . 
EQUIPMEijT 

Sterile  culture  tube  containing  a  sterile  cotton 

applicator,  disposable 
Standard  Form  554,  Bacteriology 

For  throat  culture  obtain  special  tube  with  special 
media  from  laboratory 

PROCEDURE 

1.  Tell  patient  what  you  are  going  to  do. 

2.  Remove,  cotton  applicator  from  the  tube;  do  not 
contaminate  tip  or  stem  of  applicator. 

3.  Swab  area  to  be  cultured  with  applicator. 

4.  Replace  applicator  in  tube  and  sectire  screw  cap. 

5.  Take  to  laboratory  immediately  with  completed 
SF  554. 

PRECAUTION 

Cultures  must  be  taken  to  the  laboratory  iirimediately 
after  being  collected  and  handed  to  laboratory  person- 
nel.   A  dried  out  specimen  is  of  no  value. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  FOR  RADIOLOGICAL  STUDIES 
ANGIOCARDIOGRAPHY 

PURPOSE 

To  visualize  by  x-ray  the  heart  and  great  blood 
vessels  after  a  contrasting  media  is  introduced 
through  a  vein. 

EQUIPMENT 

NPO  sign 

Preoperative  medication  as  ordered 
SP  522/  Authorization  Permit 

PROCEDURE 

1.  Test  dose  of  contrast  media  is  given  by  Hard 
Medical  Officer  day  prior  to  study* 

2*  Patient  is  given  nothing  by  mouth  after  2400  pro- 
viding the  examination  is  scheduled  for  the  fol- 
lowing morning. 

3.  Check  patient's  chart  for  signed  permit  (SF  522) 
and  completed  test  results  (CBC,  urinalysis,  chest 
x-ray) . 

4.  Notify  the  x-ray  department  if  patient  has  any  known 
allergies. 

5.  Give  preoperative  medication  as  ordered. 
AORTOGRAPHY  AND  ARTERIOGRAPHY 

PURPOSE 

To  visualize  by  x-ray  the  aorta  and  arteries  after  a 
contrasting  media  has  been  injected. 

EQUIPMENT 

Same  as  for  amgiocardiography 
Skin  prep  set  for  aortography 

PROCEDURE 

1.  Skin  preparation  for  aortography  -  prepare  back 
from  scapulae  to  sacrum. 

2.  Procedure  is  the  same  as  for  angiocardiography. 

3.  Give  medication  as  ordered. 
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AORTOGRAPHY  AND  ARTERICXSRAPHY  (Continued) 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  FOR  RADIOLOGICAL  STUDIES 
 ARTERIOGRAPHY  (CEREBRXID  


PURPOSE 

To  visualize  by  x-ray  the  major  vessels  of  the  brain 
after  a  contrasting  media  has  been  injected,  usually 
into  the  common  carotid  artery. 

EQUIPMENT 

NPO  sign 

Medication  as  ordered 

Standard  Form  519,  Radiographic  Report 
Standard  Form  522,  Authorization  Permit 

PROCEDURE 

1.  Test  dose  of  contrast  media  is  given  by  Ward 
Medical  Officer  day  prior  to  study. 

2.  Check  with  patient  regarding  allergies  and  notify 
the  medical  officer  if  allergies  are  reported. 

3.  Check  patient's  chart  for  signed  permit  SF  522 • 

4.  Patient  is  given  nothing  by  mouth  after  2400. 

5.  Give  preoperative  medication  as  ordered  one-half 
hour  before  sending  patient  to  x-ray. 

6.  Completed  SF  519A  should  accompany  the  patient. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  FOR  RADIOLOGICAL  STUDIES 
BRONCHOGPAM 


PURPOSE 


To  visualize  by  x-ray  the  outlines  of  the  bronchial 
tubes  and  their  branches  after  a  contrasting  media 
is  introduced  through  a  cannula  or  an  intratracheal 
catheter  into  the  air  passages. 


EQUIPMENT 


NPO  sign 
X-ray  films 

Standard  Form  516,  Operative  Report 
Standard  Form  517,  Anesthesia  Report 
Standard  Form  522,  Authorization  Permit 
Medication  as  ordered 


PROCEDURE 


1.  Test  dose  of  contrast  media  is  given  by  Ward 
Medical  Officer  day  prior  to  study, 

2.  Omit  meal  directly  prior  to  examination: 

a.  Nothing  by  mouth  after  2400  if  exajnination 
is  to  be  done  in  the  morning. 

b.  Light  liquid  breakfast,  no  lunch  if  ex2unination 
is  scheduled  to  be  done  in  the  afternoon. 

3.  Include  in  patient's  chart: 

a.  One  Operative  Report,  SF  516. 

b.  Two  Anesthesia  Reports,  SF  517  with  carbon 

c.  One  Authorization  Permit,  522.  Signed. 

4.  Give  medication  as  ordered. 

5*  Send  patient  to  the  x-ray  department  with  his 
chart  and  x-ray  films  at  appointed  time. 


ADDITIONAL  INFORMATION  FOR  THI3  ACTIVITY 


PREPARATION  FOR  RADIOLOGICAL  STUDIES 


CHOi:gCYSTOGRAPHY 
(Gallbladder  Series) 

PURPOSE 

To  prepare  the  patient  for  radiographic  visualization 
of  the  common  bile  duct  and  gallbladder. 

EQUIPMENT 

NPO  Sign 
Radiopaque  media 

PROCEDURE 

1.  Patient  is  given  supper  of  dry  toast,  jelly,  fruit 

and  coffee  or  tea  the  evening  preceding  the  exai^nination. 

2.  Following  the  evening  meal  the  patient  is  given  six 

Telopaque  tablets  and  instructed  to  take  one  every 
five  minutes.    (If  other  radiopaque  media  is  used 
give  as  directed.  ) 

3.  Only  water,  clear  tea  or  black  coffee  may  be  taken 

after  ingestion  of  tablets. 

4.  Withhold  breakfast  on  day  of  examination. 

5.  Send  patient  to  x-ray  department  at  scheduled  time. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARA'A'ION  FOR  RADIOLOGICAL  STUDIES 
GASTROINTESTINAL  SERIES 

PURPOSE 

To  prepare  the  patient  for  diagnoistic  x-rays  of  the 
upper  gastrointestinal  tract. 

EQUIPMENT 

NPO  sign 

PROCEDURE 

1.  When  examination  is  ordered,   send  Standard  Form 
519,  Radiographic  Report,  to  x-ray  department  for 
appointment. 

2.  Evening  preceding  the  examination. 

a.  Liquids  may  be  taken  after  the  evening  meal  un- 
til 2400.     Nothing  by  mouth  after  2400. 

b.  Cathartic  or  enema  is  given  before  bedtime  if 
ordered. 

c.  No  smoking  or  chewing  gun  after  2400, 

3.  On  the  day  of  the  examinations 

a.  Send  patient  to  x^ray  department  at  scheduled 
time  -  usually  in  the  early  morning. 

b.  Noon  meal  and  fluids  are  withheld  until  x-ray 
department  confirms  that  no  further  x-rays  are 
to  be  taken. 

c.  Cathartic  is  given  after  noon  meal  is  ordered. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  OF  RADIOLOGICAL  STUDIES 


BARIUM  ENEMA 

PURPOSE 

To  prepare  the  patient  for  a  diagnostic  x-ray  of  the 
lower  gastro-intestinal  tract. 

EQUIPMENT 

NPO  sign 

PROCEDURE 

1.  When  examination  is  ordered,  send  Standard  Form  519Ap 

Radiographic  Report,  to  the  x-ray  department  for  an 
appointment. 

2.  Day  preceding  the  examination: 

a.  Patient  is  to  have  nothing  but  low  residue  fluids 

after  noon  meal. 

b.  Cathartic  is  given  after  noon  meal  if  ordered. 

c.  Cleansing  enema  is  given  at  bedtime. 

3.  On  the  day  of  the  examination: 

a.  Enemas  at  0600  imtil  returns  are  clear. 

b.  Send  patient  to  x-ray  department  at  scheduled  time. 

c.  When  examination  is  completed  a  cathartic    ia  given, 

if  ordered. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  OF  RADIOLOGICAL  STUDIES 


INTRAVINOUS  PYELOGRAM 


PURPOSE 


To  visualize  by  x-ray  the  kidneys  after  a  contrasting 
media  has  been  injected  intravenously. 


EQUIPMENT 


NPO  sign 

Standard  Form  SF  522,  Authorization  Permit 
PROCEDURE 

1.  When  examination  is  ordered,  send  Standard  Form 
519A,  Radiographic  Report,  to  the  Urology  Clinic 
for  appointment. 

2.  Check  pstient's  chart  for  signed  permit,  SF  522. 

3.  Test  dose  of  contrast  media  is  given  by  Ward  Medical 
Officer  day  prior  to  study. 

4.  On  evening  preceding  the  examination: 

a.  Give  cathartic  or  other  medication  if  ordered. 

b.  Patient  is  instructed  to  take  nothing  by  mouth 
after  2400. 

5.  On  the  morning  of  the  examination,  send  patient  to 
Urological  x-ray  department  with  chart  at  specified 
time. 

RETROGRADE  PYELOGRAM/CYSTOGRAPHY 

PURPOSE 

To  visualize  the  bladder  and  ureters  after  a  contrast- 
ing media  has  been  introduced  through  the  urethra. 

PROCEDURE 

1.  Patient  may  have  a  light  breakfast. 

2.  Force  fluido  prior  to  examination. 

3.  Send  to  Urological  x-ray  department  with  chart 
at  specified  time. 

4.  Sv»ndard  Form  522,  Authorization  Permit,  is  required 
for  this  test. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


PREPARATION  FOR  RADIOLOGICAL  STUDIES 
MYELOGRAM 

PURPOSE 

To  visualize  by  x-ray  the  spinal  canal  after  con- 
trasting media  is  injected  into  the  canal  by  means 
of  a  lumbar  puncture. 

EQUIPMENT 

Skin  prep  set 

Standard  Form  SF  522,  Authorization  Permit 
PROCEDURE 

1.  When  examination  is  ordered,  send  SF  519A,  Radio- 
graphic Report,  to  the  x^ray  department  for  an 
appointment, 

2.  Test  dose  of  contrast  media  is  given  by  Ward  Medical 
Officer  day  prior  to  study. 

3.  Check  patient's  chart  for  signed  perrait  (SF  522). 

4.  If  examination  is  to  be  done  in  the  morning,  the 
patient  may  have  a  light  breakfast. 

5.  If  examination  is  to  be  done  in  the  afternoon,  the 
patient  may  have  a  light  lunch. 

6.  Shave  lumbar  area. 

7.  Give  medication  as  ordered. 

8.  Send  patient  to  x-ray  on  call  with  chart  and  previous 
x-rays. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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PREPARATION  FOR  RADIOLOGICAL  STUDIES 
PNEUMOENCEPHALOGRAM 

PURPOSE 

To  visualize  by  x-ray  the  cerebrospinal  canal,  and 
related  structures  of  the  brain  and  spinal  cord, 

EQUIPMENT 

NPO  sign 

Standard  Form  SF  522,  Authorization  Permit 
PROCEDURE 

1.  When  examination  is  ordered,  send  SF  519A,  Radio- 
grapi^ic  Report,  to  the  x-ray  department  for  an  ap- 
pointjuent. 

2.  Check  patient's  chart  for  signed  permit  (SF  522). 

3.  Patient  is  given  nothing  by  mouth  after  2400  the 
evening  preceding  the  examination. 

4.  The  day  of  the  examination,  give  medication  as 
ordered  or  when  notified  by  x-ray  d«:^partment. 

5.  The  procedure  is  usually  done  in  the  x-ray  depart- 
ment. 

6.  Upon  return  of  patient  to  the  ward^  carry  out  the 
medical  officer's  orders  as  to  patient's  activity. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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BRONCHOSCOPY 


PURPOSE 

To  directly  view  the  respiratory  tract. 
To  obtain  tissue  for  biopsy. 
Tc  obta..n  pleural  secretions  for  study. 
To  remove  foreign  bodies. 

EQUIPMENT 

NPO  sign 
X-ray  films 

Standard  Form  522,  Authorization  Permit 

Standard  Form  515,  Tissue  Examination 

Standard  Form  516,  Operative  Report 

Standard  Form  517,  Anesthesia  Report 

Two  Standard  Forms  554,  Bacteriology 
Medications  as  ordered 

PROCEDURE 

1.  Omit  meal  directly  prior  to  examination: 

a.  Nothing  by  mouth  after  2400  if  examination  is 
to  be  done  in  the  morning. 

b.  Liquids  for  breakfast  fmd  no  lunch  if  examina- 
tion is  scheduled  to  be  done  in  the  afternoon. 

2.  Include  in  patient's  chart: 

a.  One  Tissue  Examination  Sheet,  SF  515. 

b.  Two  Anesthesia  Reports,  SF  517  with  carbon. 

c.  One  Operative  Report,  SF  516. 

d.  Two  Bacteriolog:^^  Reports,  Z?  554. 

e.  Signed  Authorization  Permit,  SF  522. 

3.  Give  medication  as  ordered. 

4.  Send  patient  with  his  chart  and  x-ray  films  to 
operating  room  or  bronchoscopy  department  when 
called  or  ordered. 

POINTS  TO  EMPHASIZE 

1.  Nothing  by  mouth  after  examination  until  all  sen- 
sation h^s  returned  to  patient's  throat. 

2.  No  smokino  until  sensation  returns  to  patient's 
throat. 

ADDITIONAL  INFORKA'i^ION  FOR  THIS  ACTIVITY 
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T-3r  T-4  TEST 


PURPOSE 

To  determine  the  level  of  thyroid  hormone,  thyroxin, 
in  the  patient's  circulating  blood  stream. 

EQUIPMENT 

NPO  sign 

Sterile  syringe,  10  cc. 

Sterile  needle  -  20-21  gauge ^  1  1/4"  length 

Blood  tube,  red  top 

Standard  Form  549^  Hematology 

PROCEDURE 

1.  Nothing  by  mouth  after  2400. 

2.  On  the  morning  of  the  test,  send  patient  to  labora- 
tory if  ambulatory  or  exchcute  venipuncture  on  v^ard. 

3.  Draw  10  cc.  blood  and  place  in  red  top  blood  tube. 

4.  Send  tube  and  Standard  Form  549  to  laboratory  im- 
mediately. 

5.  Patient  may  have  breakfast  following  venipuncture. 
POINTS  TO  EMPHASIZE 

1.  Clotted  blood  is  necessary  for  this  test. 

CARE  OF  EQUIPMENT 

1.  Break  off  tip  of  needle  and  syringe.  Dispose  of 
syringe  and  needle  according  to  local  instruction. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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COLD  PRESSOR  TEST 


PURPOSE 

To  determine  vascular  hyperactivity, 

EQUIPMENT 

Sphygmomanometer  and  stethoscope 

Basin  ice  ^ater 

Pen 

Standard  Form  512,  Plotting  Chart 
PROCEDURE 

1.  Have  patient  remain  in  supine  position  for  20  -  60 

m-^'autes  before  and  throughout  test. 

2.  F'ace  bl^od  piei^sure  cuff  on  arm, 

3.  Several  readings  of  the  blood  pressure  are  taken 

during  this  tirne^  until  a  basal  levc-  has  been 
established. 

4.  Immerse  hand  and  wrist  of  opposite  arm  in  ice  water 

4^  C.  for  60  seconds  and  check  the  blood  pressure 
s»t  30  and  60  second  intervals  during  immersion. 

5.  Take*  blood  pressure  every  two  minutes  thereafter 
until  basal  level  is  again  reached. 

6.  Graph  blood  pressure  reading  before,  during  and  after 

ii.^mersion,  on  SF-512. 

ALPTTTONAL  INFORMATION  FOR  THIS'  ACTIVITY 
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PURPOSE 


ABDOMINAL  PARACENTESIS 


To  aspirate  fluid  from  the  abdominal  cavity* 
EQUIPMENT 


Sterile  paracentesis  tray 

Sterile  gloves 

Sterile  specimen  container 

Local  anesthesia  solution 

Alcohol  sponges 

Skin  disinfectant  solution 

Protective  sheet  or  pads 

Large  basin  for  abdominal  fluid 

Dry  sterile  dressing 

Adhesive  tape  ^ 
Abdominal  or  scultetus  binder 
Standard^  Form  557,  Miscellaneous 
Standard  Form  522,  Authorization  Permit 

PROCEDURE 

1.  Check  chart  for  signed  permit  (SF  522). 
2*  Wash  hands. 

3.  Assemble  equipment.  Take  to  bedside. 

4.  Screen  patient  and  tell  him  what  you  are  going 
to  do. 

5.  Have  patient  empty  bladder. 

6.  Position  patient: 

a.  Sitting  position  on  side  of  bed  with  back  and 
feet  supported. 

b.  .Reclining  position  -  semi-Fowler  position  In  bed. 

7.  Place  protective  sheet  or  pads  in  position. 

8.  Place  large  basin  on  covered  foot  stool  at  bedside. 

9.  Assist  medical  officer: 
a.  Open  sterile  tray. 

be  Pour  solution  for  skin  preparation. 

c.  Cleanse  top  of  local  anesthesia  solution  bottle 
with  alcohol  sponge.    Hold  while  medical  officer 
draws  solution  into  syringe. 

10.  Support  the  patient  physically  and  mentally  during 
the  procedure. 

11.  Apply  dry  sterile  dressings  and  binder  after  treat- 
ment is  completed.     Montgomery  straps  are  uscl  if 
frequent  dressing  changes  are  anticipated.  Leave 
patient  comfortable. 

12.  Measure  amount  of  fluid  obtained.     Send  labeled  spec 
imen  to  laboratory  with  Standard  Form  557. 

13.  Chart  description  and  amount  of  fluid  and  effect  of 
treatment  on  patient  on  Nursing  Notes  and  Intake  and 
Output  sheet,  if  applicable. 
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ABDOMINAL  PARACENTESIS  (Continued) 
POINTS  TO  EMPHASIZE 

Ic  Shave  abdomen  if  necessary. 

2.  Watch  patient  for  signs  of  shock  as  evidenced  by 
color  change,  pulse^  respiration  and  profuse 
perspiration . 

3.  Provide  protection  for  mattress  if  pu'^-.ient's 
incision  is  to  be  draining, 

4.  If  procedure  is  done  in  the  treatment  room,  always 
assist  patient  back  to  bed, 

CARE  OF  EQUIPMENT 

1.  Wash  equipment  with  warm  soapy  water.     Rinse  and 
return  to  Ci5R. 

2.  Discard  disposable  items. 

ADDITIONA.li  INFORMATION  FOR  THIS  ACTIVITY 
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LUMBAR  PUNCTURE 


PURPOSE 

To  aspirate  cerebrospinal  fluid. 

EQUIPMENT 

Sterile  Lumbar  Puncture  Tray 
Sterile  spina manometer 
Sterile  gloves 
Skin  diisinf ectant  solution 
Local  anesthesia  solutic^i 
Protective  sheet  or  p^ids 
Curved  basin 
Stool  or  chair 

Three  Standard  Forms  555,  Spinal  Fluid,  and  cne  554, 

Microbiology 
Standard  Form  522,  Authorization  Permit 

PROCEDURE 

1.  Check  patient's  chart  for  signed  perrtit  (SF  522). 

2.  Wash  hands, 

3.  Assemble  equipment.  Take  to  becfside. 

4.  Screen  patient  and  tell  him  what  you  are  going 
to  do. 

5.  Place  protective  s^eet  or  pads  in  position. 

6.  Assise  medi.:\l  officer: 

a.  Open  sterile  tray. 

b.  Pour  solution  for  skin  preparation. 

c.  Pour  local  anesthesia  solution  into  a  sterile 
medicine  glass  or  hold  bottle  for  medical  of* 
fic^iiiT  to  aspirate  desired  aunount. 

7.  Position  patient: 

a.  Place  patient  on  hip  side  with  back  near  the 
edge  of  the  bed* 

b.  Flex  the  body  by  bringing  the  knees  as  close  to 
the  chin  as  possible;, 

8.  Standing  on  opposite  side  of  bed  from  medical  officer # 
help  patient  to  maintain  correct  position  by  placing 
one  hami  on  patient's  head  and  second  hand  under  pa- 
tient's knees. 

9.  Reassure  and  support  patient  mentally  during  procedure. 

10.  Apply  dressf.ng  to  site  of  injection  after  treatment 
is  completed. 

11.  Make  patient  comfortable. 

12.  Label  specimens  and  send  i.  mediately  to  the  laboratory 
with  proper  forms. 

13 ♦  Chart  description  and  approximate  amount  of  fluids 

number  of  specimens  sent  to  the  laboratory  and  effect 
of  treatment  on  patient  on  Nursing  Notes  (SF  510) . 
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LUMBAR  PUNCTURE  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Send  the  specimen  to  the  laboratory  immediately 
and  deliver  directly  to  laboratory  personnel, 
since  examination  should  be  done  within  30  min- 
utes after  specimen  is  obtained. 

2.  Instruct  the  patient  to  remain  flat  ir  bed,  as 
ordered  after  treatment. 

3.  Three  SF  555  are  required  for  routine  exeonination. 
Label:     one  for  chemistry 

one  for  serology 
one  for  cell  count 

ADDITION/^  INFORMATION  FOR  THIS  ACTIVITY 
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THORACENTESIS 


PURPOSE 

To  aspirate  fluid  from  the  chest* 

EQUIPMENT 

Sterile  Thoracentesis  Tray 

Sterile  gloves 

Sterile  graduated  container 

Local  anesthesia  solution 

Dry  sterile  dressings 

Al coho 1  sponge  s 

Skin  disinfectant  solution 

Pillow  with  plastic  pillowcase 

Protective  sheet  or  pads 

Adhesive  tape 

Standard  Form  557,  Miscellaneous,  and  554,  Micro- 
biology 

Standard  Form  522,  Authorization  Permit 
PROCEDURE 

1.  Check  chart  for  signed  permit  (SF  522). 

2.  Wash  hands. 

3.  Assemble  equipments  Take  to  bedside. 

4.  Screen  patient  and  tell  him  what  you  are  going 
to  do. 

5.  Place  protective  sheet  or  pads  in  position. 

6.  Assist  medical  officer: 

a.  Open  sterile  tray. 

b.  Pour  solution  for  skin  preparation. 

c.  Cleanse  top  of  local  anesthesia  bottle  with 
alcohol  sponge.  Hold  while  medical  officer 
draws  solution  into  syringe. 

7.  Position  patient: 

a.  Sitting  position  -  on  tide  of  bed  with  feet  rest- 
ing on  chair.    Place  overbed  tjJale  with  pillow 
on  it  in  frcnt  of  patient.     Instx-uct  him  to  rest 
his  head  and  fold  arms  on  pillow. 

b.  Reclining  position  -  on  unaffected  side  close  to 
edge  of  bi^d. 

8.  Reassure  and  support  the  patient  physically  and 
mentally  during  procedure. 

9.  Apply  dry  steri  ^  dressings  over  wound  after  treat- 
ment is  completed.    Leave  patient  comfortable. 

10.  Measure  amcant  of  fluid  obtained.  Label  specimen 
and  send  to  laboratory  with  SF  557, 

11.  Chart  description  and  ^unount  of  fluid  and  effect  on 
patient  on  Nursing  Notes  (SF  510)  and  Intake  and  Out- 
put chart,  if  applicable. 
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THORACENTESIS  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Watch  patient  for  signs  of  shock  as  '^jvidenced  by 
changes  in  color,  pulse,  respiration  and  profuse 
perspiration. 

2.  If  the  procedure  is  done  in  the  treatment  room, 
always  assist  patient  back  to  bed. 

CARE  OF  EQUIPMENT 

1.  Wash  equipment  with  waxrm  soapy  water.     Rinse  and 

return  to  CSR. 
2«  Discard  disposable  items. 

ADDITIONAL  INPOKMATION  FOR  THIS  ACTIVITY 
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VI 

ISOLATION  TECHNIQUE 


Isolation  Technique  manuals  are  available  in  most  naval 
medical  activities  and  should  be  used  as  reference. 

Isolation  Techniques  for  use  in  Hospitals^  U.S.  Department 
of  Healthy  Education,  and  Welfare,  Public  Health  Service, 
PHS  Publication  No.  2054,  is  a  reliable  reference.     It  is 
available  from  U.S.  Government  Printing  Office,  Washington, 
D«C.,  20402,  price  $1.00. 

:\t  activities  where  local  manuals  are  not  available,  the 
Nursipg  Procedures  Manual,  NAVMED  P-5066,  may  be  used  as  a 
reference . 
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ISOLATION  TECHNIQUES 

PURPOSE 

To  prevent  transmission  of  infection  from  the  patient 
to  other  persons. 

To  prevent  reinfection  of  the  patient. 

PREPARATION  OF  THE  UNIT  WITH  HANDWASHING  FACILITIES 

(Sink  and  running  water) 


Outside  unit: 


1.  Place  "ISOLATION"  sign  with  listed  necessary  pre- 
cautions at  entrance. 

2.  Stock  locker  with  disposable  or  clean  gownsj^ 
disposable  or  clean  masks  and  disposable  gloves /i 
if  applicable. 


Inside  the  Patient's  Room: 


1.  Ascertain  that  the  following  is  in  the  room: 
*a.  Hand  washing  unit: 

(1)  Paper  towels  in  towel  dispenser  over  sink. 

(2)  Soap  in  soap  dispenser  which  is  foot  op- 
erated . 

(3)  Step-on  can  lined  with  water  proof  bag  for 
used  paper  towels. 

(4)  Linen  ha^.aper. 
b.  At  the  bedside: 

(1)  Overbad  table,  chair,  bedside  locker, 
overhead  bed  Isimp. 

(2)  Water  pitcher  andi  glass. 

(3)  Drinking  tube  if  necessary. 

(4)  Paper  bag. 

(5)  ^wel  and  washcloth. 
(6^  Facial  tissues. 

(7)  Call  bell  or  signal  cord. 

(8)  Clock. 

(9)  Thermometer  in  disinfc^^tant  solution. 

*If  anteroom  is  provided  between  corridor  and  patient's  room, 
the  handwashing  unit  should  be  located  here. 


c.  In  the  bedside  locker: 

(1)  Toilet  articles. 

(2)  Bath  Basin. 

(3)  Curved  Basin. 

(4)  Bedpan,  urinal,  paper  covers. 

(5)  Toilet  tissue. 

(6)  Necessary  linen. 
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ISOLATION  TECHNIQUES  (Continued) 


IMPROVISED  ISOLATION  TECHNIQUE 

Preparation  of  unit  when  running  water  and  hand- 
washing facilities  are  not  available; 

1 .  Outside  the  patient ^s  unit: 

a.  Place  Isolation  sign  with  listed  necessary 
precautions  at  entrance, 

b.  Stock  locker  with  clean  or  disposable  gowns ^ 
clean  or  disposable  masks,  and  disposable 
gloves  if  applicable. 

2.  Inside  the  patient's  unit; 
*a.  Handcleansing  unit 

(1)  Container  of  prepackaged  disinfectant 
towelettes  on  small  table  at  room  entrance. 

(2)  Paper  towels 

(3)  Step-on  can  or  waste  paper  basket  with  waxed 
paper  bag  inside  for  used  towels. 

(4)  Linen  h£raper. 
b.  At  the  Bedside: 

(1)  Overbed  table,  chair,  bedside  locker, 
overhead  bed  lamp. 

(2)  Wat^^r  pitcher  ^nd  glass. 

(3)  Drinking  tube  if  necessary. 

(4)  Paper  bag. 

(3)  Towel  and  washcloth. 

(6)  Facial  tissues. 

(7)  Call  bell  or  signal  cord. 

(8)  Clock. 

(9)  Thermometer  In  disinfectant  solution.* 

*The  principle  of  handwashing  is  primarily  that  of  mechanical 
removal  of  dirt,  microorganism/  etc. ,  by  sudsing,  friction, 
and  flushing  with  running  water.     It  is  import;»nc;  therefore, 
that  hands  be  washed  at  the  nearest  sink  immediately  after 
leaving  the  isolation  unit  described  above. 

c.  In  the  bedside  locker: 

(1)  Toilet  articles. 

(2)  Bath  Basin. 

(3)  Curved  basin. 

(4)  Bedpan,  urinal,  paper  covers. 

(5)  Toilet  tissue, 

(6)  Necessary  linen. 
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ISOLATION  TECHNIQUES  (Continued) 


POINTS  TO  EMPHASIZE 

1.  Units  selected  for  isolated  patients  should  have 
a  sink  with  running  water  and  toilet  facilities 
when  possible. 

2.  All  personnel  must  be  aware  of  the  extent  of 
isolation  zones . 

3.  Pati<^nts  capable  of  being  instructed  should  be 
made  aware  of  the  isolation  areas  and  the  need  for 
isolation, 

4.  Handwashing  unit,  whether  located  within  the  patient's 
room  or  in  the  anteroom,  should  be  considered  a  clean 
area.    Preferably^  the  water  spigots  and  soa'>  dis- 
pensers should  be  operated  by  knee  or  foot  ccntrols. 

5.  All  personnel  should  wash  hands  again  under  running 
water  after  leaving  an  isolation  unit. 

6.  Ambulatory  patients  should  be  instructed  not  to 
enter  handwashing  and  isolation  areas. 

7.  Visitors  should  be  kept  to  a  minimum  and  assisted 
in  gowning  and  ungowning  when  entering  and  leaving 
the  unit.    Children  should  not  be  allowed  to  visit 
patients  in  isolation. 

8.  If  unit  does  not  contain  toilet  facilities,  patient 
must  use  bedpans  and  urinals  and  have  bed  baths  since 
they  must  be  restricted  to  the  isolation  unit. 

9.  Good  personal  hygiene  practices  should  be  observed 
by  all  personnel  to  protect  themselves  against  in- 
fection. 

10.  Disposable  urinals  and  bedpans  should  be  used,  if 
availahle.    Autoclaving  is  the  most  reliable  de- 
contamination system  if  nondisposable  ones  are  used. 

11.  Masker  should  be  discarded  in  an  appropriate  receptacle 
before  the  user  leaves  the  contaminated  area.  They 
must  never  be  lowered  around  the  neck  and  then  reused. 

12.  When  caring  for  several  patients  who  have  the  same 
disease,  and  who  are  hospitalized  in  che  saiTie  nursing 
unit  or  ward,  one  gown  may  be  worn  when  caring  for 
this  group  of  patients. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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HANDWASHING  TECHNIQUES 


PURPOSE 


To  prevent  the  spread  of  contamination  from  the 
patient's  unit  to  surrounding  areas. 


EQUIPMENT 


ERIC 


Sink  with  running  water 
Soap/detergent  in  dispenser 
Paper  towels  in  container 

Step-on  can  or  waste  basket  lined  with  water  proof 
bag  for  towels 

PROCEDURE 

1.  Turn  on  faucet  and  leave  water  running  during 
washing  procedure. 

2.  Wet  hands  and  apply  a  heavy  lather* 

3.  Lather  and  wash  faucet'^  if  foot  or  knee  controls 
are  not  available. 

4.  Use  friction,  one  hand  cpon  the  other. 

5.  Rinse.' 

6.  Repeat  steps  2,  4,  and  5, 

7.  Turn  off  faucet, 

8.  Dry  hands  with  paper  towel.  Discard  in  waste  con- 
tainer. 

9.  Open  gown  by  loosening  tie  at  neck  first. 

10.  Remove  gown  and  place  in  hamper. 

11.  Take  clean  paper  towel,  turn  on  faucet  and  wash 
hands  and  arms  and  dry  vrith  paper  towel. 

12.  If  anteroom  is  available,  cleanse  h.  nds  with  dis- 
infectant towelette,  remove  gown  in  patient's  room 
and  place  in  hamper.     Then  carry  out  hand  washing 
procedure  in  anteroom  area. 

a.  If  gown  is  to  be  reused,  cleanse  hands  with  dis- 
infectant towelette,  remove  gown  and  hang  in  pa- 
tient's room  and  then  go  to  anteroom  ar.d  carry 
out  handv;ashing  technique,  steps  1  through  7. 

P^  'NTS  TO  EMPII/.SIZE 

1.  Hands  must  be  washed  before  and  after  patient  con- 
tact even  when  gloven  are  used. 

2.  Any  cuts  or  abrasions  noted  on  hands  should  be  re- 
ported to  the  doctor  or  nurse  before  entering  iso- 
lation. 

3.  When  sinks  are  not  available  in  the  isolated  pa- 
tient's unit,  hands  must  be  di  :infected  with  tow- 
elettes  in  the  unit  and  then  ivashed  immevliately  un- 
der running  water  after  leaving  the  unit. 
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HANDWASHING  TECHNIQUES  (Continued) 
AHPTTIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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MASK  TECHNIQUE 


PURPOSE 


To  prevent  the  spread  of  respiratory  infection  from 
the  patient  to  personnel  and  vi^^itors. 


Covered  container  of  masks  or  box  of  disposable 
mas'rs  on  table  outside  the  patient's  unit. 

Paper  bag  for  used  masks  in  patient '  s  room  on  side 
of  linen  hamper. 


A.  Putting  on  mask: 

1.  Wash  or  disinfect  hands. 

2.  Take  mask  from  container. 

3*  Open  mask  by  pulling  strings. 

4*  Place  over  nose  and  mouth,  tie  at  back  of 

head  and  neck. 
5.  Adjust  Tiask  befoT.e  going  into  isolated  area. 

B.  Taking  off  mask; 

1.  Wash  or  disinfect  hands, 

2.  Untie  mask  and  drop  in  bag,  taking  care  to 
touch  only  strings. 

3.  Wash  hands . 


EQUIPMENT 


PROCEDURE 
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MASK  TECHNIQUE  (Continued) 

POINTS  TO  EMPHASIZE 

1.  Masks  become  ineffective  when  moist  and  should 
be  discarded.  ^    ,  i  ^ 

2.  Masks  must  never  be  lowered  around  the  neck  and 
then  be  reused. 

3.  Masks  should  cover  the  nose  and  mouth. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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GOWN  TECHNIQUE 


PURPOSE 

To  prevent  the  spread  of  contamination  from  the 
patient's  unit  to  surrounding  areas. 

EQUIPMENT 

Gown  supply  in  cabinet  of  bedside  locker  outside 

isolation  area 
Handwashing  facilities 

PROCEDURE 

Putting  on  gown; 

1.  Wash  hands. 

2.  Take  gown  fjigm^cabinet . 

3.  Put  on  gpvmand  tie  at  neckband.     Overlap  back  to 
completely  cover  uniform.     Tie  belt  at  waist. 

Taking  off  gown; 

1.  Untie  belt. 

2.  Wash  or  disinfect  hands. 

3.  Untie  neckband. 

4.  Slip  out  of  gown  rolling  clean  side  over  hands  and 
forearms  as  it  falls  forward. 

5.  Drop  in  laundry  hamper. 
6»  Wash  hands. 

IMPROVISED  METHOD  VvHEN  GOWNS  ARE  REUSED 

EQUIPMENT  • 

I.V.  Standard,  clothes  tree  or  wall  hocks  are  located 

within  the  patient's  room 
Gown  which  has  been  used 
Handwashing  or  disinfecting  facilities 

PROCEDURE 

Putting  on  gown; 

1.  Gown  will  be  hung  so  that  the  contaminated  side  is 
out.  Grasp  gown  by  neckband  and  slip  hands  and  arms 
into  sleeves r  taking  care  not  to  touch  the  outside 
of  the  gowu 

2.  Place  fingers  inside  neckband r  draw  gown  into  place. 
Tie  neckband. 

3.  Bring  back  edges  of  gown  together  so  that  inside  r.f 
one  side  is  in  contact  with  inside  of  gown  on  other 
side.     Lap  over. 

4.  Grasp  belt.     Bring  to  back  and  tie. 
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GOWN  TECHNIQUE  (Continued) 


PROCEDURE  (Continued) 

Taking  off  govm; 

1.  Untie  belt.  Loop  in  front. 

2.  Wash  or  disinfect  hands.  Untie  strings  at  neck. 

3.  Place  two  fingers  of  right  hand  under  cuff  of  left 
sleeve.     Pull  down  over  hand. 

4e  Grasp  outer  part  of  right  cuff  through  sleeve 
covering  left  hand^ 

5.  Slip  out  of  gown  by  working  hands  up  to  shoulder 
seams . 

6.  Lift  gown  off  shoulders  touching  only  the  neckband 
on  the  outside. 

7.  Fold  gown  and  hang  on  hook  with  buck  seams  together 
and  contaminated  side  out. 

8.  V?ash  or  disinfect  hands. 

POINTS  TO  EMPHASIZE 

1.  All  personnel  must  know  precisely  how  to  put  on 
gown  and  remove  it. 

2.  Gown  should  be  discarded  after  ea<?h  use,  if  possible. 

3.  If  gowns  are  to  be  reused  they  should  be  hung  within 
the  patient  care  unit  -  not  in  the  corridor. 

4.  If  gowns  are  to  be  reused  they  should  be  discarded 
always  when  they  are  wet  and  every  3-4  hours. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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CARE  OF  LINEN 
(Double-bag  Technique) 

PURPOSE 

To  prevent  the  spread  of  contamination  from  the 
patient's  unit  to  the  surrounding  area, 

EQUIPMENT 

Linen  bags 
Linen  hamper 

PROCEDURE 

!•  Place  hamper  bag  over  back  of  chair  in  unit. 

2.  Place  linen  in  bag  as  it  is  removed  from  bed. 

3.  If  only  one  patient  is  isolated,  the  linen  ham- 
per for  contaminated  gowns  may  be  used  for  bed 
linen. 

4.  Close  bag  tightly  and  then  place  in  a  second 
clean  bag,  preferably  a  different  color,  which 
is  held  by  a  second  person  or  supported  by  a 
hamper  outride  the  patient's  room. 

5.  Close  bag  tightly  and  lab -.1  "CONTAMINATED". 

POINTS  TO  EMPHASIZE 

1.  Never  shake  out  linen  whem  removing  from  bed  and 
transferring  to  linen  hampers. 

2.  If  hot  water-soluble  bac}  is  vsed,  it  should  be  the 
inner  bag. 

3.  Use  disposable  linens  w,"en  available. 
ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


SERVING  FOOD  WITH  DISPOSABLE  DISHES 


PURPOSE 

To  provide  nourishment  to  the  patient  and  prevent 
spread  of  contamination • 

EQUIPMENT 

Disposaible  dishes  and  utensils 
Disposcible  water  proof  bags 

PROCEDURE 

1.  Notify  kitchen  to  serve  patient's  food  on  disposable 
dishes. 

2.  Wash  hands. 

3.  Obtain  tray  from  food  cart  and  transfer  food  on  dis- 
posable dishes  to  tray  in  patient's  room. 

4.  Prepare  in  usual  manner. 

AFTER  MEAL 

1.  Enter  room  in  usual  manner  bringing  in^disposable 
tray  bag* 

2.  Pour  all  liquid  waste  food  into  commode  in  room 
and  ^'lush.     (If  no  commode^  empty  into  hopper  in 

in  utility  room  taking  care  not  to  contaminate  utility 
rocm. ) 

3.  Place  all  refuse  and  paper  'containers  in  the  disposable 
bag  and  wrap  securely.     Place  in  clean  bag  that  has 
been  placed  just  outside  the  unit. 

4.  Wipe  tray  clean  and  replace  in  designated  place  within 
patient "s  unit. 

5.  Make  patient  comfortable  and  arrange  unit. 

6.  Remove  gown,  gloves,  and  mask,  if  used,  washing  in  the 
usual  manner. 

7.  Carry  bag  containing  refuse  to  utility  room,  or  galley 
and  place  in  garbage  can  for  usual  garbage  disposal. 

POINTS  TO  EMPHASIZE 

1.  Be  sure  all  refuse  is  remo  ;ed  from  the  room  after 
each  meal. 

2.  Wash  tray  after  each  meal  and  retain  in  patient's 
unit;  same  tray  is  used  for  same  patient  at  each  meal. 
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SERVING  FOOD  WITH  DISPOSABLE  DISHES  (Continued) 
ADD ITIONAL  INFORMATION  FOR  THIS  ACTIVITY 


MEDICATIONS  FOR  THE  ISOLATED  PATIENT 


PURPOSE 

To  provide  medications  and  prevent  spread  of 
infection. 

EQUIPMENT 

Disposable  medicine  cups 
Disposable  syringe  and  needles 
Medication  tray 

PROCEDURE 

1.  Assemble  medications  as  described  on  page  116. 

2.  Put  on  isolation  gown  and  gloves   (if  needed) . 

3.  Bring  medications  into  room.    (If  a  tray  is  used  to 
carry  medications  it  must  be  left  outside  the  room.) 

4*  Administer  medication  in  the  usual  manner.  Discard 
cup  and  other  disposable  equipment  in  waste  basket. 

5.  Remove  isolation  garments  in  the  usual  manner ,  page 
419. 

6r  Wash  hands.    (Page  414) 
7.  Record  medication. 

POINTS  TO  EMPHASIZE 

1.  Oral  medications  are  prepared  in  disposable  cups. 

2.  For  medications  administered  by  injection/  disposable 
syringes  and  needles  are  always  used. 

CARE  OF  EQUIPMENT 

1.  Discard  all  disposable  equipment. 

2.  Break  off  tips  of  needles  and  syringes  before 
discarding. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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CARE  OF  BODY  DISCHARGES  AND  EXCRETA 


PURPOSE 

To  discard  body  secretion  and  prevent  contamination. 

NOSE  AND  THROAT  DISCHARGES 

EQUIPMENT 

Waxed  paper  bag 
Sputum  cups 
Paper  wipes 

PROCEDURE 

!•  Supply  each  patient  having  nose  and  throat  discharges 
with  papei  bag  and  paper  wipes.  If  spv^tum  is  copious 
supply  sputum  cup» 

2.  Instruct  patient  to: 

a.  Cover  his  mouth  and  nose  with  wipes  held  in  cup 
like  fashion  whenever  he  coughs,  sneezes  or  talks 
to  people. 

b.  Place  used  wipes  directly  in^.o  paper  bag  pinned 
to  bed. 

c.  Ask  for  new  sputum  cup  when  one  is  half  full. 

3.  Distribute  clean  bags  and  sputum  cups  every  8  hours 
or  oftener,  if  necessary. 

4.  Collect  bags*  Close  tightly.  Place  in  trash  can  for 
incineration. 

EXCRETA 
PROCEDURE 

1.  Each  patient  should  have  his  own  bedpan  and  urinal.  • 

2.  Use  paper  covers  fpr  bedpans  and  urinals. 

3.  Empty  bedpans  and  urinals  directly  into  bedpan  fiusb^:*r. 

4.  Press  steam  valve  for  two  minutes.  Use  paper  towel 
on  handle  of  steam  valve. 

5.  Remove  bedpan/urinal  and  return  to  patient's  unit. 

6.  Wash  hands . 

7.  When  pati»-5nt  is  ordered  out  of  isolation  the  bedpan 
and  urinal  should  be  sterilized  by  autoclaving. 

8.  Dist;osable  bedpans  and  urinals  should  be  used  when 
available. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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TERMINAL  DISINFECTION 


PURPOSE 

To  elimi,nate  and  destroy  pathogenic  organisms  in 
the  patient's  unit  when  a  patient  is  discharged. 

PROCEDURE 

1.  Give  patient  complete  bath  and  shampoo;  give 
clean  clothes  and  assign  to  non-isolated  bed, 

2.  l^ut  on  gown  (gloves  and  mask  if  indicated)  when 
cleaning  unit. 

3*  Strip  unit/ cubicle  or  room. 

a.  Place  all  washable  linen  directly  into  "Con- 
tananated"  laundry  bag/hamper. 

b.  Place  blanket  and  pillow  in  separate  laundry 
bag.     Mark  "Special  contaminaiced-blanket/ 
pillow." 

c.  Place  all  disposable  materials  in  plastic  bag 
outside  the  room  in  waste  container. 

d.  Send  all  utensils,  instruments  and  thermometers 
to  CSR  for  terminal  sterilization. 

(1)  Place  in  plastic  bag  and  mark  appropriately. 

4.  Wash  bed/  bedside  locker ,  chair,  overbed  table  and 
entire  cvibicls  or  room  with  a  germicical  detisrgent 
solution f  including  walls  up  to  six  feet.  Rinse. 
Allow  to  air  dry. 

a.  Sponge  plastic  mattress  cover  with  germicidal  ^^le" 
tergent.  If  mattress  was  not  protected  by  plastic 
cover  and  is  grossly  soiled  with  infectious  dis- 
charges ,  burning  should  be  considered. 

5.  If  possible,  air  cxibicle  or  room  with  windows  open 
and  door  closed  for  2-4  hours  before  preparing  for 
another  patient. 

ADDITIONAL  INFORMATION  FOR  THIS  ACTIVITY 
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ISOLATION  PROCEDURES  FOR  SPECIFIC  COMMUNICABLE  DISJ^ASES 


Type  of  Isolation 
I-  Strict  Isolation 


Diseases 

1.  AnthraX/  inhala- 
tion 

2.  Burns,  extensive 
and  infected 

3.  Diptheria 

4.  Eczema  vaccinatuia 

5 .  Melioclosis 

6.  Neonatal  vesicular 
disease 

7.  Plague 

8.  Rabies 

9.  Rubella  and  con- 
genital Rubella 
syndrome 

10.  Smallpox 

11 .  Staphylococcal 
enterocolitis 

.12 .  Staphylococcal 
pneumortir. 

13.  Streptocaccal 
pneumonis 

14.  Vaccinia,  general- 
ized and  progres- 
sive 


6. 


Precautions 

Private  Room  -  necessary 
Gowns  -  must  be  worn  by  all 
persons  entering  room 
Masks  -  roust  be  worn  by  all 
persons  entering  room 
J^ands  -  must  be  washed  on 
entering  and  leaving  room 
Gloves  -  must  be  worn  by  all 
persons  entering  room 
Articles  -  must  be  discarded, 
or  wrapped  before  being  sent 
to  CSR  for  disinfection  or 
sterilization 


II.  Respiratory 
Isolation 


1.  Chickenpox 

2 .  Herpes  yoster 

3.  Measles  (rubeola) 

4  Meningococcal 
meningitis 


1.  Private  room  -  necessary 

2.  Gowns  -  not  necessary 

3.  Masks  -  must  be  worn  by  all 
persons  entering  room 

4.  Hands  -  must  be  washed  on 
entering  and  leaving  room 

5.  Gloves  -  not  necessary 
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ISOLATION  PROCEDURES  FOR  SPECIFIC  COMMUNICABLE  DISEASES 


TContinued) 


Type  of  Isolation  Diseases  Precautions 

II,   Respiratory  5.  Mumps  6.  Articles  -  those  contaminated 

Isolation  with  secretions  must  be  dir>- 

(Continued)  6.  Meningocaccemia  infected 

7 .  Pertussis 

8.  Rubella 

9 .  Tuberculosis ,  pul- 
monary-sputum- 
positive  or  sus- 
pect 

10 .  Venezuelan  equine 
encephalomyelitis 


III.  Protective  1.  Agranulocytosis        1.  Private  room  necessary  with 

Isolation  sterile  sheets 

2.  Gowns  -  sterile  -  worn  by 
all  persons  entering  the 
room 

3.  Masict*  -  worn  by  all  persons 
entering  the  room 

4.  Hands  -  must  be  v.ashed  on 
entering  and  leaving  thi?  room 

5.  Gloves  -  must  be  worn  by  all 
persons  having  direct  contact 
with  patient 

6 .  Articles  -  No  special  pre- 
cautions 

7.  Visitors  -  limited 


IV.  Enteric 
Isolc tion 


1.  Cholera 

2 .  Enteropathogenic 
E.  Coli  gastro- 
enteritis 

3.  Hepatitis,  viral 
(infectious  or 
serum) 

4 .  Salmonellosis 
(including 
typhoid  fever) 


1.  Private  room  -  necessary  for 
children  only 

2.  Gowns  -  must  be  itforn  by  all 
persons  having  direct  contact 
with  patient 

3.  Masks  -  not  necessary 

4*  Hands  -  must  be  washed  on 
entering  room 

5.  Gloves  -  must  be  worn  by  all 
persons  having  direct  contact 
with  patient  or  with  artcles 
contaminated  with  fecal  mate- 
rial 
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ISOLATION  PROCEDURES  FOR  SPECIFIC  COMMUNICABLE  DISEASES 
'  < Continued} 


Type  of  Igolation 

TV,  Enteric 
Isolation 
(Continued) 


Diseases 


5.  Shigellosis 


Precautions 

Articles  -  those  contaminated 
with  urine  or  feces  must  be 
disinfected  or  discarded 


V.  wound  and  Skin 
Precautions 


1.  Gas  gangrene 

2 .  Impetigo 

3.  Staphloccal  wound 
infections 


1.  Private  room  -  desirable 

2.  Gowns  -  worn  by  all  persons 
having  direct  contact  with 
patient 

3.  Masks  -  Not  necessary  except 
durin^j  dressing  changes 

4.  Hands  -  must  be  washed  on 
entering  and  leaving  room 

5.  Gloves  -  must  be  worn  by  all 
persons  having  direct  contact 
with  infected  area 

6.  Articles  -  no  special  pre- 
cautions except  for  those 
contaminated  by  drainage  from 
infected  area 
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TABLS  OP  AEBWEVIATIONS 


§  

A  

55  

abd  

a.c.  •  •  •  <  ; 

ad  lib  

AFB  

a.  nia 

amp  

amt  

AOW  

Ba  •  E  

b.  i.d  

BMR  

BP.  

BSP  

BUN  

C  

c  

Ca  

cap  CO.. 

cath  

CBC.  

cc  

CI  

CLR  

cm.  •••••••••••• 

comp  , . 

VOl.%. e • . . * 

CSR  

C  and  S  « 

D  

DD   ... 

DC  

diff   

DOA  

DOS  

dr...  

Dr......  

D/NS  or  D/S  

D/W   

ECG  or  EKG  

EEG  

EENT. .......... 


at 

admitted  to  hospital 

of  each 

abdomen 

before  meals 

as  desired 

acid  fast  bacillus 

morning 

ampule 

amount 

admitted  from  other  ward 

barium  enema 

twice  a  day 

basal  metabolic  rate 

blood  pressure 

bromsulphalein 

blood  urea  nitrogen 

centigrade 

with 

calcium 

capacity  beds,  capsule 
catheterize 
complete  blood  count 
cv!blc  centimeter 
chloride 

census  last  report 

centimeter 

conpound 

carbon  dioxide  volume 

central  supply  room  oi  central 

dressing  room 
c^alture  and  sensitivity 
discharged  from  hospital 
discharged  by  death 
discontinued 
differential  count 
dead  on  eurrival 
day  of  surgezry 
dram, 
doctor 

dextrose  in  normal  saline 
dextrose  in  water 
electrocardiogram 
electroencephalogram 
eye,  ear,  nose  and  throat 
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TABLE  OF  ABBREVIATIONS  (Continued) 


elix  •  •  elixir 

exam   examination 

ext   extract 

F   fahrenheit 

FBS   fasting  blood  suga:c 

Fe.   iron 

Fr   Frenchy  denotes  size  of  catheter 

or  tube 

ft  • feet,  foot 

6B   gallbladder 

61   gastrointestinal 

6m   gram 

gr   grain 

GTT   glucose  tolerance  test 

gtt  .V   drop/drops 

6U   genitourinary 

6YN   gynecology 

"H."  or  S.C   hypodermic/subcv'taneous 

h,  or  hr   hour 

hgb   hemoglobin 

Hg  «   mercury 

HP   head  privileges 

HS  or  hs   at  bedtime 

ht   height 

HCl   hydrochloric  acid 

IM. .   intramuscular 

I  and  0   Intake  and  output 

in   inch 

I.V  «  intravenous 

IVP   intravenous  pyelogram 

K  «   potassium 

KCl.  «   potassium  chloride 

kg   kilogram 

L   leave  or  liberty 

Lab  ,   ladDoratoi  y 

LLL  o   left  lower  lobe 

LLQ  r   left  lower  quadrant 

LP   lumbar  puncture 

LUL   left  upper  lobe 

LUQ  i....  left  upper  quadrant 

m   minim 

meg   microgram 

Med   medical/  medicine 

mEg  •   milliequivalent 

mg.  or  mgm   milligram,  one  thousandth  of 

a  gram 
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TABLE  OF  ABBREVIATIONS  (Continued) 


ml   •  .  milliliter 

min   minute,  minim 

mm   millimeter 

Na   sodium 

NaCl   sodium  chloride 

no   number 

NP,  .  .  .  ,  .  neuropsychiatric 

NPN   non  protein  nitrogen 

NPO  *   nothing  by  mouth 

NSS  or  NS   normal  saline  solution 

OB   obstetrical  or  maternity 

Oo 

2   oxygen 

oint.   ointment 

ODD   Officer  of  the  Day 

OR   .  *   operating  room 

OPD   outpatient  department 

OT   occupational  therapy 

oz.  .  . .   ounce 

P   phosphorus 

P   pulse 

PAL   prisoner  at  large 

P.B.I,.,.   protein  bound  iodine 

Ped   pediatrics  Or  children 

p.c   after  meals 

Pharm   pharmacy 

p.m   afternoon,  evening 

p .  o   by  mouth 

POD,,,,,   postoperative  day 

Postop   after  surgery 

P.P.D.  ,   purified  protein  derivative 

p.r.n..*   when  necessary 

Preop   before  surgery 

PSP  ,  phenolsulfonphthalein 

PT  ^   physical  therapy 

pt   patient/pint 

q  •  .  *  .   every 

q.d   every  day 

q,h.   every  hour 

q.  2  h   every  2  hours 

q.  3  h  *   every  3  hours 

q,  4  h   every  4  hours 

q,i.d   four  times  a  day 

q,n   every  night 

q.s   a  sufficient  quantity 
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TABLE  OF  ABBREVIATIONS  (Continued) 


qt  

R  I  

R  and  M.   

RBC  

RLL..  

RLQ  

RML  

RUL  

RUQ  

?   .  .  . 

SAH/SO  

S.C.  or  siabcut. 

Sed •  rate  

SL   .  

sol  o  •  •  • . 

SOQ  

Sp  

spec  

sp. gr. • . •  

55"  , 

S.S.E.   .  . 

Stat.  

Surg.  

T  

tab  

TB  

T,  or  tbsp  

t.i.d   

tinct.  or  tr.., 

TOW  

T.P.R  

t.  or  tsp  

u  

U.A  

Vac  

VSL  

VfBC  

Wd  

wt.  


quart 

respiration ,  recta.l ,  right 
routine  and  microscopic 
red  blood  count 
right  lower  lobe 
right  lower  quadrant 
right  middle  lobe 
right  upper  lobe 
right  upper  quadrant 
without 

subsisting  at  home/out 
subcutaneous/hypodermic 
sedimentation  rate 
serious  list  ^ 
solution 

sick  officers'  cjuarters 

spirit 

specimen 

specific  gravity 
half 

soap  solution  enema 

immediately 

surgical 

temperature 

tablet 

tuberculosis 

teJ3lespoon 

three  times  a  day 

tincture 

transfer  to  other  ward 
temperature^  pulse ,  respiration 
teaspoon 
unit 

Unauthorized  Absence 

vacant  beds  ' 

Very  Serious  List 

white  blood  count 

ward 

weight 
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TABLK  OF  ABBREVIATIONS 


WARD  ADMINISTRATION 

(Nursing  Notes,  Doctor's  Orders,  and  Ward  Records) 

A  *   admitted  to  hospital 

abd.   abdoinen 

a.m.   '  .  *  morning 

amt   amount 

AOW   admitted  from  other 

ward 

BP   blood  pressure 

C   centigrade 

cap   capacity 

CLR   census  last  report 

CSR   central  supply  room 

D   discharged  from  hospital 

DD   discharged  by  death 

DOA   dead  on  arrival 

DOS   day  of  surgery 

Dr  «.....«  »  . .  doctor 

E.  E.N^T  0....   eye,  ear,  nose,  and 

throat 

3::am  ...«.......*...  examination 

F   fahrenheit 

Fr   French,  denotes  size  of 

catheter  or  tube 

ft   feet,  foot 

GU   genitourinary 

GYN   gynecology 

ill?   head  privileges 

ht   height 

I&O   intake  and  output 

in  «   inch 

kg  •  •  «   kilogram 

L  «....«....  leave  or  liberty 

LLL.    left  lower  lobe 

LLQ   left  lower  quadrant 

LP   lumbar  puncture 

LUL  f   left  upper  lobe 

LUQ  r.   left  upper  quadrant 

Med  «   medical^  medicine 

no   number 

NP   neuropsychiatric 

NPO   nothing  by  mouth 

OB   obstetrics 

occ   occupied 

GOD   officer  of  the  day 

OR   operating  room 

OPD   outpatient  department 

OT   occupational  therapy 
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TABLE  OF  ABBREVIATIONS 
WARD  ADMINISTRATIOM  (Continued) 


P   Pulse 

PAL   prisoner  at  large 

Ped   pediatrics  or  chil- 
dren 

Pharm   pharmacy 

p.m   afternoon,  evening 

PODo   postoperative  day 

Postop  *   after  surgery 

Preop   before  surgery 

PT  V   physical  therapy 

pt   patient 

R   respiration,  rectal, 

right 

RLL   right  lower  lobe 

RLQ   right  lower  quadrant 

RML   right  middle  lobe 

RUL   right  upper  lobe 

RUQ  *   right  upper  quadrant 

SAH/SO   subsisting  at  home/out 

SL   serious  list 

SOQ     sick  officers'  quarters 

Surg   surgical 

T  >   temperature 

TB   tuberculosis 

T0V7   transfer  to  other  ward 

T,P.R   temperature,  pulse,  and 

respiration 

UA  c   unauthorized  absence 

Vac   vacant  beds 

\SL   very  serious  list 

Wd  ,   ward 

vjt.   weight 
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TABLE  OF  ABBREVIATIONS 
MEDICATIONS/TREATMENTS 


@   at 

5a   of  each 

a.  c   before  meals 

ad  lib   as  desired 

amp.  «   ampule 

b.  i.d   twice  a  day 

c .  .....  *   with 

Ca   calcium 

cap   capsule 

cath   catheterize 

cc   cubic  centimeter 

CI   chloride 

cm   centimeter 

comp   compoxind 

DC  ^   discontinued 

dr . . «   dram 

D/NS  or  D/S   dextrose  in  rcrmal  saline 

D/W   dextrose  in  water 

elix   elixir 

ext.   extract 

Fe   iron 

Gm  •   gram 

gr   grain 

gt  •  /gt  t   drop /drops 

"H"  or  S.C   hypodermic/subcutaneous 

h.  or  hr   hour 

Hg   mercury 

HS  or  hs   at  bedtime 

HCl....,   hyJrocloric  acid 

IM   intramuscular 

1.  V   intravenous 

K   potassium 

XCl   potassiuiTi  chloride 

m.   • .  •  r   minim 

mcc   micrograin 

mEq  .  •   milliequivalent 

mg.  or  mgm  r   milligram 

ml  • . .  /  milliliter 

min   minute 

mm.  •  •  ,   millimerer 

Na   sodium 

NaCl.  ^  e   sodium  cliloride 

NSS  or  NS   normal  saline  solution 

02   oxygen 

oint   ointment 

oz.   ounce 

P. .  •  •  «  . .  phosphorus 

p.c   after  meals 


TABLE  OF  ABBREVIATIONS 
MEDICATIONS/TREATMENTS   (Continued ) 


p.o  

p  :r  .n  

Pfc  

q  

q.d. • ^  

q.h  

q.2h  

q . 3h  

g.4h  

^•l.d«<  

g.n  

q.s» .  «  

qt  

s   • 

S.C.  or  subcut 
Sol  

SP  r  . 

S8  

S.S.E  

Stat  

tab  

T.  or  tbsp. • . . 

t.i.d  

tinct.  or  tr. . 

t.  or  tap  

U  


by  itiouth 

when  necessary 

pint 

every 

every  day 

every  hour 

every  2  hours 

every  3  hours 

every  4  hours 

four  times  a  day 

every  night 

a  sufficient  quantity 

guart 

without 

subcutaneous 

solution 

spirit 

half 

soap  solution  enema 

iitsnediately 

tablet 

tablespoon 

three  times  a  day 

tincture 

teaspoon 

unit 
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TABLE  OF  ABBREVIATIONS 


LABORATORY/ X- RAY 

AFB   acid  fast  bacillus 

Ba.E   barium  enema 

BMR  c  c  •  •  basal  metabolic  rate 

BSP.  r.  •   bromsulphalein 

BUN   blood  urea  nitrogen 

CBC  •  *   complete  blood  count 

C02vol.%  *   carbon  dioxide  volume 

C  and  S.   cultvre  and  sensitivity 

diff.   difrerantial  count 

ECG  or  EKG   electrocardiogram 

EEG   eiectroencephalogran 

FBS   fasting  blood  nxqex 

GB   ga 1 Ibladder 

GI  •   gastrointestinal 

GTT   glucose  tolerance  test 

hbg   hemaglobin 

IVP«...,  •   intravenous  pyelogram 

Lab   laboratory 

NFM   non  protein  nitrogen 

P.B.I   protein  bound  iodine 

P.P.D   purified  protein  derivative 

PSP  «  * .  phenolsulf  onphthalein 

R  and  M   routine  and  microscopic 

RBC   red  blood  count 

Sed.rate   sedimentation  rate 

spec   specimen 

sp.gr  «   specific  gravity 
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INDEX 


Abbreviations,  Teible  of  c  er.  431 

Abdomen,  Binders  for 

Scultetus.                                                         •  334 

Straight.   336 

Abdominal  Paracentesis  «   404 

Acetest  Reagent  Test  for  Acetone   374 

Addis  Sediment  Count   376 

Admission  Nursing  Note,  Sample  of   103 

Admission  of  Patient   iOl 

Alternating  Pressure  Mattress   47 

Ambu  Resuscitator   249 

Amoeba,  Specimen  for   385 

Analysis,  Gastric,  e   383 

Angiocardiography.   391 

Aortography  «   391 

A.O.wI  of  Patient   106 

Apothecary,  Approximate  Equivalents   115 

Aqwytiiatic  Pad   (K-Pak)   161 

Areas  of  Skin  Preparation  for  Surgery   320 

Armstrong  Incubator        .  r   298 

Arteriography. . .  . ,   391 

Arteriography ,  Cer.<5bral   393 

Assessment,  Nursing.>   91 

Automatic  Thermotic  Auction  (Gomco)   260 

-B- 

Bag,  Ice   172 

Barium  Enema   397 

Bath,  Bed   9 

Sitz  •   158 

Sponge   177 

Bed ,  Circ-o-matic   (Cir-o-lectric)  .  *   57 

Foster  Orthopedic  ^   50 

Occupied,  making  an  ,  •  •  •  16 

Oscillating  (Rocking)   289 

Recovery  '   330 

Unoccupied,  Making  an....   12 

Bennett,  Pressure  Machine,  Therapy  with....  261 

Binder,  Breast   338 

Scultetus  ,   334 

Straight,  for  Abdomen   336 

T   337 

Bird  Respirator   265 

Bladder  Instillation   200 
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Bladder  Irrigation.   197 

Blakemore  Tube,  Intubation  of   220 

Bloociless  Phlebotomy  i.  *  •.>••••  291 

Blood  Pressure   36 

Blood  Specimens,  Collection  of 

Blood  Culture  Using  Vacutainer   361 

Bromsulphalein  Test.  •  •  •   363 

Glucose  Tolerance  Test..o..   365 

Blood  Transfusion,  Assisting      th   143 

Preparation  of  Plastic  Unit  for   147 

Body  Discharge,  Care  of  i:.  Isolation   425 

Body  and  Posture  Mechanic   \  » .  63 

Body  Positions  of  the  B&d  Patient. «   68 

Bottle,  Hot  Water   151 

Breast  Binder   338 

Breast  Care   294 

Breather,  Bird  Respirator.  ,   265 

Breathing  Exercisies,  Chest  Physical 

Therapy   26  8A 

Bromsulphalein  Test  (BSP)   363 

Bronchogram   394 

Bronchoscopy   401 

-C- 

Cantor  Tube.   218 

Care,  Breast   294 

Evening   24 

Morning . «   2 

Dead   110 

Perineal   295 

Postoperative ,  Immediate   332 

Seriously  111  Patient   43 

Tracheotomy   346 

Cardiac  Massage,  closed   254 

Catheter,  External   (Dunbar  drain)   196 

Indwelling,   (Foley)   190 

Irrigation  of.  Urinary   193 

Oxygen  by  ^   2  39 

Catheterization,  Female   188 

Male   185 

Central  Venous  Pressure. . .  ^   290A 

Cerebral  Arteriography   393 

Chaff in-Pratt  Suction  Machine....   260 

Charting  Medications,  San^le  of   129 

Charting  Hursing  Notes,  Sample  of   78 
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INDEX 


Page 

Charts  Plotting  ,   42 

Chest  Drainage,  Water  Sealed   350 

Chest  Physical  Therapy   268A 

Breathing  Exercises   268A 

For  Patients  on  Ventilator.......   268D 

InstruGticn  Sheet  for   268P 

Manual  Techniques   268C 

Postural  Drainage   268B 

Cholecystography  (GB  Series)   395 

Circ-o-matic  (Circ-o-lectric)   57 

Cleansing  Enema   201 

Closed  Chest  Massage  of  Heart   256 

Clove  Hitch  Restraint....  „..  341 

Cold  Pressor  Test..  ^   403 

Collar,  Replacing  on  Respirator   283 

Collection  of  Specimens 
Blood 

Bromsulphalein  (BSP)...   363 

Culture  ,  »   361 

Glucose  Tolerance  Test  ^   365 

Discharges  from  Wounds  or  Cavities 

Smear   389 

Culture  c   390 

Feces 

Amoeba  ^  o   385 

Guiac  Test  a ,   387 

Occult  Blood   385 

Ova  and  Parasites   385 

Gastric  IVnalysis..  ^   383 

Rectal  Swab  ^   389 

Sputum,   381 

Urine 

Addis  Sediment  Count.... «   376 

Pishberg  Concentration   377 

Phenolsulfonphthalein  Excretion 

Test  (FSP)   380 

Reagent  Test  for  Acetone  (Acetest) . . . .  374 

Reagent  Test  for  Sugar 

Clinitest   371 

Clii^istix   372 

Tes-tape.  «   372 

Single  Specimen 

Clean  «   367 

Midstream.  c  *   368 

Sterile  ; ,  .  ,   367 


INDEX 
-C- 

Page 

Collection  of  Specimens  (Continued) 
Urine 

TWenty-four  (24  hour)  •  •  •  •  •   370 

Urobilinogen   375 

\WA   378 

Colostomy  Irrigation   353 

Compresses,  Cold,  Wet,  Clean   174 

Sterile   175 

Hot,  Wet,  Clean   152 

Sterile   154 

Cough  Procedure,  Patient  in  Respirator .  281 

Cradle,  Heat  , ,  61 

Croupette  *   310 

-D- 

Dead,  Care  of   110 

Decubitus  Ulcer,  Care  and  Prevention, •  45 

Dentures,  Care  of   7 

Dialysis ,  Peritoneal   231 

Diets,  Central  Tray  Service   22 

Serving  from  Cart   20 

Serving  (Isolation),,,^   422 

Discharge  of  Patient   108 

Care  of  Unit   112 

Nursing  Notes   109A 

Discharges  from  Wounds  or  Cavities, 
Specimens 

Culture   390 

Smear   389 

Discharges  from  Wounds  or  Cavities,  Care 

of  in  Isolation..   425 

Disinfection,  Terminal   426 

Thermometers  >   25 

Doctor's  Orders,  Transcription  of   79 

Drainage,  gravity 

Postural,  •  •  •   268B 

Urine,  closed  system   192 

Water-Sealed  Chest.   350 

Dressing  Technique,  Surgical   342 
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